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One cannot say that any remarkable discoveries have 
been announced during the past several years in any 
phase of gallbladder disease, but certain advancements 
have gradually been made. For example, the belief that 
cholecystitis starts primarily as a chemical lesion has be- 
come more and more prevalent. Supporting evidence for 
this hypothesis is available in the fact that cultures of the 
bile and wall of the gallbladder in cholecystitis are so 
often negative. I am convinced that the infectious phase 
of cholecystitis is usually superimposed on an initial 
chemical inflammation. The role of infection in gall- 
bladder disease has definite clinical significance, particu- 
larly in cases of fulminating acute cholecystitis when 
there may be indecision as to whether cholecystectomy or 
cholecystostomy should be performed. When systemic 
reaction is severe, the demonstration of numerous bac- 
teria in a smear made from bile aspirated from the gall- 
bladder at the operating table may correctly indicate the 
performance of cholecystostomy instead of cholecystec- 
tomy. The problem of formation of gallstones is likewise 
unsolved, but the ratio of bile salts to cholesterol in the 
bile as emphasized years ago by Andrews is unquestion- 
ably important. As the bile salt content of bile decreases, 
cholesterol tends to be precipitated. 

Although differential diagnosis in the average case of 
gallbladder disease is not difficult, it may be extremely 
complicated in atypical cases. It should also be empha- 
sized that, although the average cholecystectomy may be 
a simple surgical procedure, operations on the biliary 
tract on certain occasions may tax the skill and ingenuity 
of the best surgeons. 

DIAGNOSIS 


No attempt will be made to describe the symptoms of 
gallbladder disease. However, I wish to call attention to 
the atypical features of the disease and to some of the 
misconceptions in diagnosis. 

In a detailed study being made by Harridge and 
Helsby * of 211 consecutive patients having had chole- 
cystectomy at Illinois Research Hospital in Chicago 


during the three or four years prior to this writing. 
45.6% had pain in only the right upper abdominal 
quadrant. Pain was located in the epigastrium alone in 
27.2% and in the epigastrium as well as right upper ab- 
dominal quadrant in 18.9%. In 5.3% of the patients, 
pain was located elsewhere, including the left upper ab- 
dominal quadrant and precordium. Although it is well 
known that the pain of cholecystitis may be referred to 
anatomic areas other than the right upper abdominal 
quadrant, it should be emphasized that this happens only 
occasionally and the clinician must be cautious in blam- 
ing the gallbladder for the symptoms. In the atypical 
cases this is particularly true, since gallbladder disease, 
including cholelithiasis, is so common and will frequently 
be present along with other diseases. For example, 
Robertson and Dochat * found from postmortem studies 
that 32% of women past the age of 40 had gallstones and 
16.2% of men past the age of 40 had stones. Yet it is 
well known that less than one-third of patients with gall- 
stones have symptoms. These features emphasize the 
necessity of considering other lesions even though the 
roentgenogram reveals stones. 

There is not complete_understanding as to the duration 
and type of pain in gallbladder disease. It is not fully real- 
ized that the average attack of pain in gallbladder dis- 
ease is of a short duration. Harridge and Helsby found 
that in 41.7% of their patients the pain lasted less than 
one hour and in 12.6% of the patients the pain actually 
lasted less than 15 minutes. In about one-half of their 
patients the pain was constant; in the other half it was of 
an intermittent or colic type. 

An important diagnostic feature of cholecystitis and 
cholelithiasis is the fact that the pain comes in attacks 
and is not constant over a period of several days, unless 
empyema or some such complication exists. For ex- 
ample, if a patient complains of pain in the upper part of 
the abdomen day after day without relief, there is a strong 
probability that the gallbladder is not the cause of the 
pain unless a complication such as hydrops or empyema 


Read before the General Scientific Meetings at the 101st Annual Session of the American Medical Association, Chicago, June 9, 1952. 
From the Department of Surgery, University of Illinois College of Medicine and the Illinois Research Hospitals. 
1. Harridge, W., and Helsby, R.: A Clinical Analysis of Gallbladder Disease, to be published. 


M 2. Kobertson, H. E., and Dochat, G. R.: Pregnancy and Gallstones, Collective Review, Internat. Abstr. Surg. 78: 193, 1944; in Surg., Gynec. & Obst., 
March, 1944, 
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is present. The patient may have residual tenderness in 
the right upper abdominal quadrant for a few days after 
an attack, but constant pain of any degree of severity is 
not encountered in the uncomplicated case. 

A word of warning should be issued with respect to 
patients having had sympathectomy (for hypertension, 
for example), because the pain of gallbledder disease 
may have been eliminated by that operation (fig. 1). 

Pain located in the left upper abdominal quadrant is 
commonly due to pancreatitis, which likewise is usually 
associated with gallstones. On other occasions, pain is 
located in the left upper abdominal quadrant and pre- 
cordium and may extend down the left arm. Many of 
these patients have true angina. It is now well known 


Fig. 1.—This is a normal cholangiogram taken 10 days after operation 
in a patient who had painless jaundice of two and a half months’ duration 
before operation and removal of stones from the common duct. A 
previous sympathectomy may have been responsible for the lack of pain, 
which led to the erroneous diagnosis of virus hepatitis and delayed 
operation for three or four weeks. 


that, in certain patients with angina associated with gall- 
stones, removal of the stones will relieve a major part of 
symptoms. 

The following case illustrates the above statements. 


A woman, 49, had complained of chest pain for 10 years 
with increased intensity during the previous year. This pain ex- 
tended down the left arm but was inconstant. It was related to 
effort and emotions. There was no pain in the right upper ab- 
dominal quadrant. A cholecystogram revealed no function of the 
gallbladder. The electrocardiogram (fig. 2) was normal, although 
six months previously it had ‘been reported that there was slight 
evidence of coronary disease in a tracing taken elsewhere. 
Cholecystectomy was performed, with almost complete relief of 
her pain. 


3. Hodge, G. B.; Messer, A. L., and Hill, H. C.: Effect of Distention 
of the Biliary Tract on the Electrocardiograms Experimental Study, Arch. 
Surg. 55: 710 (Dec.) 1947. 
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I have also seen two or three patients in whom the 
electrocardiogram revealed definite signs of myocardia| 
damage of coronary origin who sustained distinct im. 
provement in symptoms and electrocardiographic trac- 
ings after cholecystectomy, although true chronic coron- 
ary disease of a mild degree remained. The exact mecha- 
nism of this improvement is not known. However, Hodg. 
and associates * have made an important contribution in 
animal experiments, revealing that distention of the bili- 
ary tract failed to produce significant changes in the 
electrocardiogram without a preexisting lesion of the 
coronary artery or myocardium; when they ligated one or 
more of the coronary arteries distention of the biliary 
tract in dogs produced abnormal deviation of the RS-T 
wave. 

Although, as intimated above, it is recognized that 
cholecystectomy may improve patients with precordial 
pain, the choice of patients for cholecystectomy may be 
extremely difficult; the first prerequisite is that the pa- 
tient has gallstones. I have observed two major types of 
patients in whom there may be indication for cholecys- 
tectomy: 1. In patients with precordial pain accentuated 
by exercise and with little or no electrocardiographic 
changes, removal of the gallbladder containing stones 
will often result in marked improvement. 2. In some pa- 
tients with marked electrocardiographic changes but 
minimal exercise pain and little evidence of myocardial 
disease, cholecystectomy will often result in improve- 
ments in symptoms as well as the electrocardiographic 
tracings. Even though there is considerable confusion as 
to indications for operation. on such types of patients, 
one statement may be made emphatically, namely, chole- 
cystectomy must not be performed in the face of a recent 
coronary occlusion. 


JAUNDICE OF BILIARY TRACT ORIGIN 

It should be recalled that the commonest cause of 
jaundice is virus hepatitis. However, it must be remem- 
bered that the commonest cause of jaundice in disease of 
the biliary tract is stone in the common duct, although 
hepatitis, carcinoma of the ampulia of Vater, and carci- 
noma of the common duct and gallbladder may occasion- 
ally produce jaundice. Recent improvements in liver 
function tests are a great help in differential diagnosis. 
If the jaundice is caused by a stone in the common duct 
and the patient is seen early before liver disease is pro- 
duced, results of liver function tests are almost invariably 
negative although the alkaline phosphatase test is usu- 
ally positive, i. e., above 10 if the jaundice is obstructive 
in type. The sensitive thymol turbidity test will almost 
invariably give a positive result in cases of virus hepatitis. 
The result of the cephalin flocculation test is also posi- 
tive in cascs of virus hepatitis. It is important to remem- 
ber that about 80% of patients with stones in the com- 
mon duct have pain. Blockage of the common duct by 
stone is usually intermittent but occasionally may be 
complete for weeks. If the pain is very severe, one can 
usually exclude virus hepatitis and the early stage of car- 
cinoma of the pancreas. If the stools are intermittently 
acholic, one can usually exclude carcinoma of the head 
of the pancreas, because in that disease the stools remain 
acholic once they have become acholic. 
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it is not fully appreciated that jaundice and disease of 
the biliary tract is commonly not associated with stones 
in the common duct. For example, in 110 cases of jaun- 
dice associated with biliary tract disease, Gaster * noted 
an indication for exploration of the common duct in only 
61% of patients; stones were found in only 49% of these 
cases. This point is further corroborated by Grove’s ° 
study of 850 patients requiring surgical treatment of the 
biliary tract; in his series 89 patients were jaundiced. In 
53 of his cases the condition was of the obstructive type, 
but stones were found in only 37 cases. 

If the surgeon finds a hard mass in the region of the 
terminal end of the common duct, it is helpful diagnosti- 
cally to puncture this mass with a hypodermic needle. If 
the mass is a stone lodged in the pancreatic portion of the 
common duct, the needle will, of course, meet complete 
resistance. If the mass is a tumor, the needle will pene- 
trate it; as it does so, one may feel a grating sensation if 
the mass is cancer. I have found this diagnostic puncture 
very helpful in differentiating stones from tumor or a 
pancreatic nodule. 

If the jaundice is obstructive in type, it will be neces- 
sary to open the common duct in almost every case and 
explore it for stones. If after removal of all stones the 
duct is still obstructed so that the lead probe will not 
pass through the sphincter of Oddi into the duodenum, it 
will be essential to open the duodenum and inspect the 
duodenal papilla. If a tumor mass is present at the am- 
pulla of Vater, there is strong probability that it is malig- 
nant. Radical resection will be indicated for cancer of the 
ampulla, because the five year survival in cases of this 
type of tumor is fairly good. Grove ° has emphasized 
the inaccuracy of frozen section in differentiating benign 
from malignant lesions in the presence of a granulating 
mass at the sphincter of Oddi; in two of his patients 
whose lesions were reported benign by frozen section, the 
lesions were proved later to be malignant. 


ACUTE CHOLECYSTITIS 


Considerable controversy exists as to the method of 
treatment of acute cholecystitis. After many years of in- 
decision, I have concluded that, if the patient is seen 
within 36 to 48 hours after onset of symptoms, and the 
diagnosis is certain, immediate operation is justifiable. 
Cholecystectomy is the operation of choice, but about 
5% of the patients will be so ill or the inflammation will 
be so acute that cholecystostomy will be indicated. In 
general, if the patient is first seen more than 48 hours 
after onset of the attack, I consider immediate chole- 
cystectomy undesirable because inflammation may have 
progressed so far that cholecystectomy may be difficult 
and hard on the patient. If the conservative attitude is 
adopted, certain precautions should be taken. If the pain 
does not subside within a few hours after institution of 
bed rest, if the pulse rate increases, if muscle spasm re- 
mains or develops, or if fever persists or develops, there 
is indication that perforation is pending, and an emer- 
gency operation is usually advisable. If the acute attack 
subsides readily, it is usually desirable to wait four to six 
weeks before doing cholecystectomy, because that 
amount of time is usually required for the acute inflam- 
mation to subside. Regardless as to the choice of time 
for operation, it must be remembered that stones are 
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present in the common duct in 4% to 5% of patients 

with acute cholecystitis; their removal is strongly indi- 

cated unless the patient’s condition becomes so critical 

on the operating table that any additional samen. time 

threatens life.”~. . - 
OPERATIVE CONSIDERATIONS 


Considerable confusion exists as to the indications for 
cholecystectomy, particularly in patients with silent 
stones. After consideration of this point for years, I have 
concluded that any patient under 45 years of age with 
average life expectancy should have silent stones re- 
moved by cholecystectomy. The excuse for this decision 
lies in the probability that one or more of many complica- 


tions, such as hydrops, empyema, stone in the common - 


duct, and pancreatitis, will develop during the course of 
the rest of the patient’s life. Another feature supporting 
this philosophy is the fact that it is the complications of 
cholecystitis and cholelithiasis that kill the patient, rather 
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Fig. 2.—This patient had chest pain for 10 years, with increasing 
intensity and extension down the left arm during the previous year. 
The pain was aggravated by excercise and emotions. The electrocardio- 
gram is practically normal except for some evidence of hypertension. 
Cholecystectomy resulted in almost complete relief of pain. 


than those two lesions themselves. Therefore, in patients 
having symptoms of gallbladder disease without compli- 
cations there is a certain amount of urgency in removal of 
the gallbladder before complications develop. This indi- 
cation may be particularly urgent in elderly persons, since 
they tolerate complications so poorly. One of the most 
difficult decisions to make is whether or not operation 
should be performed in patients with mild attacks. There 
is no clear-cut rule in such cases. The cholecystogram 
will, of course, be helpful in the indications for operation. 
It should be remembered that, in 1% or 2% of patients, 
gallbladder disease may exist despite a normal cholecys- 
togram, and cholecystectomy may relieve all symptoms. 
Fortunately, this group of patients is small, but the deci- 
sion as to advisability of operation will often be difficult 
to make. In general, one should be influenced by the 
symptoms. If they are severe and typical of gallbladder 


4. Gaster, J.: Surgery of the Biliary Tract: 5 Year Survey, Arch. 
Surg. 60:21 (Jan.) 1950. 

5. Grove, L.: Surgery of the Biliary Tract: A Personal Experience with 
850 Consecutive Cases in Private Practice, Internat. Surg. Digest 52: 
282, 1951. 
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disease, one is usually justified in advising operation. In 
such cases it is usually advisable to remove the gall- 
bladder, even though it appears fairly normal. On such 
occasions there is often partial obstruction of the cystic 
duct or spasm of the sphincter of Oddi. 


Fig. 3.—This postoperative cholangiogram reveals a shadow interpreted 
as a stone in the terminal end of the common duct but is the only 
One of four that showed it. At operation, a nodule was paipated in the 
area of the terminal end of the common duct, but it was interpreted as 
a pancreatic nodule because it was immobile to manipulation of the 
common duct scoop. An operative cholangiogram was not taken because 
the patient was too obese. Since later cholangiograms revealed no ab- 
normal shadow, the T-tube was removed. When seen last (three months 
after removal of the tube) the patient was entirely well. Either the shadow 
was an artifact, it was a stone passed spontaneously, or it was disinte- 
grated by a four weeks’ course of bile saits. 


There is fairly complete agreement relative to indica- 
tions for opening the common duct. The indications may 
be listed as follows: (1) palpable stone, (2) dilated duct, 
(3) thickened wall of the duct, (4) gallbladder with 
small stones and large cystic duct, and (5) history of 
jaundice with pain. In spite of the relative agreement on 
the indications for opening the common duct, there 
seems to be disagreement on interpretation of these indi- 
cations, because the incidence of opening the common 
duct varies so much in the different clinics (see the ac- 
companying table). For example, during the period be- 
tween 1942 and 1945, Cattell ° explored the common 
duct in 45.7% of over a thousand patients having chole- 
cystectomy. In contrast, during the years between 1939 
and 1950, Glenn ‘ reports exploration in only 10.5% of 
2,472 patients having cholecystectomy. One explanation 
of this discrepancy may lie in the fact that the stones 
found by surgeons opening the duct in a high percentage 
of cases are small and will easily pass through the 
sphincter of Oddi. However, there may still be justifica- 
tion for removal of these small stones if the cystic duct 
is large and numerous small stones are present in the gall- 
bladder, because there may be one or more stones in the 
common duct at all times even though one occasionally 
passes into the duodenum. Glenn followed up 100 con- 
secutive patients having cholecystectomy more than 10 
years previous to his study. In this group seven had 


6. Cattell, R. B.: The Use of a Long T-Tube in Surgery of the Biliary 
Tract, S. Clin. North America 28: 659, 1948. 
7. Glenn, F.: Common Duct Exploration for Stones, Surg., Gynec. & 
Obst., to be published. 
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symptoms leading to exploration of the common duct bi); 
stones were found in only four. Harridge and Heisb, 
found in their study of patients at Illinois Research Hos.- 
pital that the common duct was opened in 19% of case;. 
stones were found in 61% of the group in which ex- 
ploration was done. In the series of patients returning 
after cholecystectomy studied by my associates and me. 
we have encountered few with stones in the common duct 
not explored but encountered two or three recently in 
whom stones were missed during exploration of the com- 
mon duct. However, a cholangiogram cannot be con- 
sidered entirely accurate in diagnosing stones as illus- 
trated by figure 3. We felt a nodule in the pancreatic 
portion of the common duct but could not extract it at 
the time of operation and finally considered it to be a 
pancreatic nodule. Only one of four postoperative chol- 
angiograms revealed a shadow indicative of stone as 
illustrated in figure 3. In exploration of the common duct 
for stone, extreme care must be exercised in the way in 
which the scoop is used, because careless passage of the 
scoop up or down the duct may simply push the stone 
ahead of it. I prefer a long narrow scoop and feel that, by 
pressing it against the posterior wall as it is passed into the 
duct, there will be less probability that a stone will be 
pushed ahead of the scoop. When all stones are removed, 
it is essential to pass a lead probe through the sphincter of 
Oddi into the duodenum, particularly if the patient is 
jaundiced. At times it may be difficult to determine 
whether the lead probe has passed through the sphincter 
of Oddi. In my estimation, the best way of discerning that 
the probe is free in the duodenal lumen is to press the end 
against the anterior wall of the duodenum and look for 
the end of the probe. If only one wall of the duodenum is 
intervening between the probe and the free peritoneal 


Incidence of Common Duct Exploration Combined 


with Cholecystectomy 
Stones Recovere 
% of 
Casesin Cases in 
Which Which 
No. of Explora- Explora- 
Choleeys- tion Was tion Was % of 


tectomies Done, % Done Total 
WAS 1,104 45.7 36.7 16.8 
dimers 1,259 24.0 50.0 12.0 
MeLaughlin and Kleager ¢ 1950 230 30.7 33.8 10.0 
Grouse ® 850 16.5 46 76 
Harridge and Helsby * 1952... 211 19 61 9.0 


(illinois Research Hospital) 

* Walters, W.; Gray, H. K., and Priestley, J. T.: Annual Report on 
Surgery of the Biliary System and Pancreas for 1946, Proc. Staff Meet., 
Mayo Clin. 23: 40, 1948. 

+ MeLaughlin, C. W., Jr., and Kleager, C. L.: Indications for Choledo- 
chostomy, Nebraska M. J. 36:17, 1951. 


cavity, one can see the lead color. If the lead color cannot 
be seen, it usually means that the probe is pushing the 
posterior wall of the duodenum forward against the 
anterior wall and has not passed into the lumen. 

Certain procedures are necessary in the safe perform- 
ance of cholecystectomy, lest damage be inflicted on 
the common duct and a stricture develop later. Adequate 
exposure must be obtained by a long incision. The sur- 
geon must not be in a hurry. The cystic duct and cystic 
artery must be ligated separately. No artery should be 
ligated until it is proved that it enters the gallbladder wall. 
It should be remembered that one or more anomalies, 
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such as accessory cystic artery, accessory hepatic duct, 
hepatic artery anterior to the common duct, and a very 
large short cystic duct, occur in 12% to 18% of patients. 
If sudden severe hemorrhage develops during cholecys- 
tectomy, it should be controlled by pressure of the thumb 
against the index finger in the foramen of Winslow, rather 
than by grasping the bleeding point blindly with an artery 
forceps. Starting the dissection of a cholecystectomy at 
the ampullary end of the gallbladder is safer than starting 
at the fundus except when there are many adhesions 
about the common duct. I recommend drainage of Mor- 
rison’s pouch with a Penrose drain for about 48 hours 
after cholecystectomy, because of the danger of escape of 
bile through severed accessory hepatic ducts, some of 
which may be so small that their identity may be difficult 
at the time of operation. After opening the common duct, 
I prefer drainage by a T-tube for 12 to 18 days post- 
operatively. Prolonged drainage is undesirable, because 
of loss of bile and because rubber is irritating to the duct. 


PERSISTENT OR RECURRENT SYMPTOMS 
AFTER CHOLECYSTECTOMY 


The cause of postcholecystectomy syndrome may be 
difficult to determine. One must first eliminate the pos- 
sibility that disease outside the biliary tract may be the 
cause of symptoms. Duodenal ulcer, gastric ulcer, hiatus 
hernia, constipation, arthritis of the spine, pancreatitis, 


Dilated Stricture of 
stump of “Wi /“ common duct 
cystic | 

duct / 


Stone in 


Anomalies o 
ampulla of Vater 
Biliary‘dyskinesia 


Fig. 4.—Diagrammatic sketch revealing possible causes of persistent 
symptoms following cholecystectomy; the lesions illustrated include only 
those located in the biliary system or in areas directly related to it. 


cancer, and psychoneurosis are commonly confused with 
galibladder disease. Not the least important in this group 
is psychoneurosis, which may be extremely difficult to 
differentiate from gallbladder disease. Diagnostic para- 
vertebral block may be helpful in such cases insofar as in- 
jection of procaine hydrochloride should relieve the pain 
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and injection of isotonic sodium chloride solution should 
not. However, in such cases the term postcholecystec- 
tomy syndrome would not apply. In the discussion herein, 
I wish to discuss primarily lesions in the biliary tract that 
may Cause persistent symptoms (fig. 4). 


Fig. 5.—A cholecystectomy had been performed 13 years previously, with 
relief of pain. The pain returned (in the right upper abdominal quadrant) 
in a severe form less than one year prior to examination. At operation the 
common duct contained no stenes, but a large lead probe could not be 
passed through the sphincter of Oddi. The duodenum was opened, and the 
lumen of the duodenal papilla and sphincter of Oddi was found so small 
that it hardly admitted a probe having a diameter of 2 mm. The sphincter 
was cut as illustrated in insert B. Insert C shows a wide opening in the 
ampulla after cutting the sphincter. Pain was relieved completely. 


Stone in the common duct is perhaps the commonest 
cause of persistent symptoms after cholecystectomy. It 
should be emphasized that jaundice may not be present 
in 45% of patients with stones in their common duct 
(McKittrick and Wilson *). I remember a patient ob- 
served several years ago whose pain developed several 
months after cholecystectomy and in whom my co- 
workers and I finally made a diagnosis of psychoneurosis. 
After several additional months of study we decided that 
operation was advisable. The common duct was opened, 
and a stone was remeved. The patient has remained well 
to date. 

Chronic pancreatitis commonly resulting from fre- 
quent attacks of acute pancreatitis may produce a fairly 
constant pain. This pain may come in attacks but com- 
monly is fairly constant and is usually located in a trans- 
verse direction in the epigastrium. The amylase test will 
be helpful in identifying it. 

A dilated stump of the cystic duct has been reported by 
several authors as being a common cause of persistence 


8. McKittrick, L. S., and Wilson, N. J.: Indications for and Results 
Following Exploration of the Common Bile Duct for Stones, California 
Med. 71: 132, 1949. 
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of symptoms. However, I have seen only one case of this 
type. At any rate, when exploring for persistent symp- 
toms following cholecystectomy, one should always look 
for a dilated stump of the cystic duct if no other cause 
can be found for symptoms. 

Considerable controversy exists as to whether biliary 
dyskinesia is a real syndrome. I am convinced that biliary 
dyskinesia (spasm of the sphincter of Oddi) or obstruc- 
tion at the duodenal papilla or sphincter of Oddi by scar 
tissue does occasionally occur. Now and then an anomaly 
at the sphincter of Oddi may be the cause of symptoms. 
During the past two or three years I have observed two 
patients having pain (without jaundice) after cholecys- 
tectomy and in whom a lead probe inserted through an 
opening in the common duct could not be inserted 
through the sphincter of Oddi into the duodenum. In both 
of these patients the duodenum was opened over the duo- 
denal papilla and a stenosis of the ampulla of Vater found. 
The papilla accepted only a fine probe, measuring about 
2 mm. in diameter. By dilating the opening in the papilla 


Fig. 6.—Low power photomicrograph of section removed from the duo- 
denal papilla and sphincter of Oddi in the case illustrated in figure 5. 
In this section slightly less smooth muscle and slightly more inflammatory 
reaction as well as scar tissue are seen than in sections from normal 
subjects; however, there is insufficient difference from normal to climinate 
“spasm” as the cause of the obstruction and pain. 


at the sphincter of Oddi, I inserted a grooved director and 
cut the sphincter in both these patients (fig. 5 and 6). 
Symptoms were relieved completely, but inadequate time 
has elapsed to permit me to determine whether relief will 
be permanent. There was no history of jaundice in either 
patient. 

Neuromas occurring in the nerve fibers about the com- 
mon duct have been described by Womack and Crider.° 
They reported relief of symptoms after excision of these 
nerve filaments. 

Strictures will occasionally be encountered in patients 
who have symptoms following cholecystectomy. A diag- 
nosis of stricture of the common duct is usually made 
fairly easily on the basis of a history of cholecystectomy 
and attacks of jaundice and acholic stools associated fre- 
quently with chills. 


9. Womack, N. A., and Crider, R. L.: The Persistence of Symptoms 
Following Cholecystectomy, Ann. Surg. 126: 31, 1947. 

10. Morris, W. R., and Murphy, J. C.: Review of Biliary Tract Surgery 
for a 6 Year Period at Doctors Hospital, M. Ann. District of Columbia 
17:71, 1948. 
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RESULTS 


Mortality Rate-—The mortality rate following chole- 
cystectomy and other operative procedures on the biliary 
tract has decreased considerably during the past few 
decades. The rate will depend largely on the number of 
complications, the average age of the patients studied, 
and the period included in the survey. If the records go 
back 10 to 12 years, the mortality rate for cholecys- 
tectomy should be about 2%. For example, Gaster * re- 
ported a mortality rate of 2.1% in 533 patients having 
cholecystectomy between 1940 and 1945. When cho- 
ledochostomy was added to cholecystectomy, the rate 
was 3.4%. A striking point in his report is the fact that 
the mortality rate was 5.8% in patients past the age of 50 
but only 0.6% in patients under 50. This represents a 
rate in the older group almost 10 times that in the younger 
group. It would be expected that this same differential 
would be present among cases of choledochostomy. In 
analyzing 232 patients having choledochostomy between 
the years 1932 and 1950, Glenn found a mortality rate 
of 9.6% in patients over 50 and 1.5% in patients under 
50 years of age. 

In a series to be reported in detail by Harridge and 
Helsby, there were no deaths in 211 patients having cho- 
lecystectomy or cholecystectomy plus choledochostomy, 
but this is too small a series to permit one to establish a 
figure on mortality rate. I believe that at the present time 
the mortality rate for cholecystectomy is about 0.5% and 
about 1.5% to 2% in patients having cholecystectomy 
plus choledochostomy. 

Symptomatic Results —The symptomatic results fol- 
lowing cholecystectomy will depend largely on the ac- 
curacy of diagnosis and the percentage of patients with 
severe pain in this group. It has long been known that 
good to excellent results will be obtained in 90% to 95% 
of patients having cholecystectomy for severe pain in the 
right upper abdominal quadrant but that the good to 
excellent results will be as low as 50% to 60% in pa- 
tients having dyspepsia and mild atypical pain, par- 
ticularly if no stones are present. The report of Morris 
and Murphy *° may be considered a fairly representative 
one, insofar as they found good results in 84% of cases 
followed since operation performed between 1940 and 


SUMMARY 

Although no remarkable discoveries have been made 
in the field of biliary surgery during the past several years, 
certain advancements have been achieved. For example, 
the belief that cholecystitis starts primarily as a chemical 
lesion (with infection frequently becoming superim- 
posed) is becoming more and more prevalent, and with 
fairly good supporting evidence. 

There is not complete understanding regarding the 
type of pain in gallbladder disease. In a detailed stucy 
of such patients observed for the past several years at 
Illinois Research Hospital, Harridge and Helsby noted 
that only 45.6% had pain in the right upper abdominal 
quadrant only. In 27% of patients the pain was in the 
epigastrium, and in 19% it was in both areas. Further- 
more, among these patients it was found that in 42% the 
attack of pain lasted less than one hour. The pain of gall- 
bladder disease appears so typically in attacks that, when 
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a patient complains of constant pain in the right upper 
abdominal quadrant or thereabouts, one can usually ex- 
clude gallbladder disease as the cause unless hydrops, 
empyema, or some such lesion is present. Disease of the 
gallbladder is so common (Robertson and Dochat report 
gallstones in 32% of women past the age of 40) and so 
often asymptomatic that other diseases must always be 
considered in differential diagnosis even though roent- 
genographic confirmation of stones is available. 

It is now agreed that, when gallstones are present, cho- 
lecystectomy may relieve the pain of coronary disease and 
may relieve precordial pain when its origin is not coro- 
nary but perhaps of reflex origin. Choice of patients in 
these circumstances is extremely difficult, but I recognize 
at least two groups in which cholecystectomy may be 
indicated when stones are present but pain minimal or 
absent in the right upper abdominal quadrant: (1) pa- 
tients with precordial pain accentuated by exercise and 
with little or no electrocardiographic changes and (2) 
some patients with marked electrocardiographic changes 
but minimal exercise pain and little evidence of myo- 
cardial disease. Errors in judgment in operating on such 
patients may be disastrous. Cholecystectomy must not 
be performed in the face of a recent coronary occlusion. 

One of the great hazards of biliary tract surgery is 
failure to remove stones in the common duct. First, it 
must be appreciated that stones are often present in the 
common duct in the absence of jaundice (McKittrick and 
Wilson report no jaundice in 45% of their patients with 
common duct stones). Stones are often missed by the 
surgeon; careful technique must be carried out lest stones 
be forced up or down the duct by inexperienced probing 
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with the scoop. My co-workers and I found stones in the 
common duct in 19% of patients having cholecystectomy 
for gallbladder disease. 

Persistence of symptoms following cholecystectomy 
represents a serious complication. Perhaps the com- 
monest explanation is erroneous diagnosis. In this cate- 
gory psychoneurosis will be common. Of the factors in the 
biliary tract itself, stones in the common duct are per- 
haps the commonest cause of persistent symptoms. Other 
causes are dilated residual stump of the cystic duct, neu- 
romas, chronic pancreatitis, stricture of the common duct, 
anomalies of the sphincter of Oddi, and biliary dyskinesia. 
I am convinced the latter condition is rare but does exist, 
and I recommend cutting the sphincter of Oddi when no 
other cause for persistent symptoms is found and a large 
probe does not pass readily through it. I have done this 
in two patients,'' with dramatic relief, although only one 
year has elapsed since operation. 

In a series of 211 consecutive cholecystectomies at IIli- 
nois Research Hospital studied by Harridge and Helsby, 
there were no deaths. However, this series is too small to 
permit estimation of mortality. At the present time the 
mortality rate for cholecystectomy should be about 
0.5% and for choledochostomy plus cholecystectomy 
between 1.5% and 2%. Good symptomatic results 
should be obtained in about 85% of cases. The figure 
for symptomatic results should be as high as 95% in 
patients having typical attacks of severe pain and only 
as high as 60% in patients with mild atypical pain. 


1853 W. Polk St. 


11. Since preparation of this article the sphincter of Oddi has been cut 
in a third patient with complete relief of recurrent pain. 


EVALUATION 


Ileostomy is always recommended to a patient with 
more reluctance than a colostomy. The tendency for a 
more or less liquid discharge upon the abdominal wall 
with the accompanying skin irritation and a more 
cumbersome apparatus to contain the discharges are 
much more annoying to the patient. The problem of 
fluid and electrolyte balances, nutrition, and the inter- 
pretation of the ileostomy activity and abdominal dis- 
comforts during the early weeks after operation cause 
more apprehension on the part of the attending physician 
and surgeon. All of these problems for both the patient 
and the surgeon are usually finally surmounted except 
for the fecal discharge and the apparatus upon the ab- 
dominal wall, both of which continue to be distasteful to 
the patient. Nevertheless, most patients finally accept 
their condition philosophically and are able to carry on 
most of their usual activities, although with some handi- 
caps. No physician of experience should ever be guilty 
of telling his patient, when recommending ileostomy, 
that he will be able to be just as comfortable, to be as 
free from annoyances, and to live exactly like others. 
Patients have imagination, can reason, and know that 
inconveniences must exist. However, sound encourage- 


OF ILEOPROCTOSTOMY TO AVOID ILEOSTOMY IN 
VARIOUS COLON 


R. Russell Best, M.D., Omaha 
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ment and an explanation of the ability to develop a liv- 
ing routine compatible with a contented existence, from 
social and economic aspects, must be given. 

The successful transplantation and anastomosis of the 
ileum to a functioning anal sphincter mechanism with 
minimal complications has been the desire of many sur- 
geons. Efforts have been put forth by a few surgeons, 
but complications have been too frequently evident; 
however, the prospect is not entirely hopeless. 

Before proceeding further, some terminology should 
be clarified in order to avoid any misunderstanding. The 
term ileostomy means an opening between the body sur- 
face and the ileum. It is a fistula and has no control 
mechanism. With the opening on the abdomen, it is an 
abdominal fistula or an ileostomy. As soon as an anasto- 
mosis is made between the ileum and the terminal end 
of the intestinal tract, namely the anus, which is a mus- 
cular canal approximately 2 cm. in length, an ileoproc- 


From the Department of Surgery, University of Nebraska College of 
Medicine. 


Read before the Section on Gastro-Enterology and Proctology at the 
101ist Annual Session of the American Medical Association, Chicago, 
June 11, 1952. 
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tostomy has been accomplished. This term clearly ex- 
plains the operative procedure and is not as confusing 
as the term anal ileostomy. The term ileorectostomy 
must be limited to the anastomosis of the ileum to the 
rectum, that segment of lower bowel above the heavy 
muscular anal canal and below the rectosigmoid junc- 
tion. Practically, it is probably proper to consider an 
anastomosis of the ileum to the lowermost rectal segment 
adjacent to the mucocutaneous line as an ileoproctos- 
tomy, but certainly any anastomosis 2.5 cm. or more 
above the mucocutaneous line should be classified as an 
ileorectostomy. Anastomosis of the ileum to the upper 
rectum has often been accomplished, but the most fre- 
quent anastomosis of the ileum to the hindgut has been 
the ileosigmoidostomy. Of these various operative pro- 
cedures, ileoproctostomy is the most difficult of execu- 
tion and is most threatened with complications. 

My first report ' on ileoproctostomy before a surgical 
group was made in 1948 and included nine such opera- 
tions accomplished between 1941 and 1946, in which the 
ileum was anastomosed to the last few centimeters of the 
rectum or to the anus. This report was not optimistic. In 
fact, it was rather discouraging because of accompanying 
complications, but at that time it was felt that improve- 
ments in technique could probably be developed that 
would alter the evaluation of the procedure. In the prepa- 
ration of that paper, I mentioned the difficulty in finding 
case reports by other surgeons, and this continued to be 
a problem in the preparation of this paper. Nissen in 
1933 reported a single case of ileoproctostomy following 
total colon resection for polyposis. He used an abdom- 
inal and sacral approach and created a double loop of 
ileum for a rectum. The ultimate result does not appear 
to have been successful. There was reference in the 
literature to transplanting a segment of the ileum between 
the lower rectum and sigmoid by Stone in 1928, Quenu 
in 1933, Okenczyc in 1933, followed by Picot in 1939 
and Rudler in 1945. Also, in 1948, Wangensteen and 
Toon * reported two patients with ulcerative colitis for 
which a low ileorectostomy or ileoproctostomy had been 
accomplished. Ravitch and Sabiston * in 1947, after a 
group of animal experiments, proposed anastomosis of 
the ileum to the anus in humans by a modified pull- 
through technique, bringing the entire colon and terminal 
ileum out through the anal ring and securing the ileum to 
the sphincter mechanisms by three layers of sutures. One 
year later, in 1948, Ravitch * reported having performed 
this operation in two cases. Then, in personal corre- 


1. Best, R. R.: Anastomosis of the Ileum to the Lower Part of the 
Rectum and Anus: Report on Experiences with Ileorectostomy and Ileo- 
proctostomy, with Special Reference to Polyposis, Arch. Surg. 57: 276- 
285, 1948. 

2. Wangensteen, O. H., and Toon, R. W.: Primary Resection of Colon 
and Rectum with Particular Referral to Cancer and Ulcerative Colitis, 
Am. J. Surg. 75: 384-404, 1948. 

3. Ravitch, M. M., and Sabiston, D. C., Jr.: Anal Hleostomy with 
Preservation of the Sphincter: Proposed Operation in Patients Requiring 
Total Colectomy for Benign Lesions, Surg., Gynec. & Obst. 84: 1095-1099, 
1947. 

4. Ravitch, M. M.: Anal Ileostomy with Sphincter Preservation in 
Patients Requiring Total Colectomy for Benign Conditions, Surgery 
24: 170-187, 1948. 

5. Ravitch, M. M.: Personal communication to the author. 

6. Devine, J., and Webb, R.: Resection of Rectal Mucosa, Colectomy, 
and Anal Ileostomy with Normal Continence, Surg., Gynec. & Obst. 
92: 437-442, 1951. 

7. Bacon, H. E., and Trimpi, H. D.: The Selection of an Operative 
Procedure for Patients with Medically Intractable Ulcerative Colitis, 
Surg., Gynec. & Obst. 91: 409-420, 1950. 
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spondence * with him in 1951, he informed me that he 
had accomplished ileoproctostomies in 13 patients. De- 
vine and Webb ° in 1951, from Australia, reported anay. 
tomosing the ileum to the anus in two patients. 

One is probably correct in stating that four pathologi- 
cal conditions of the colon exist that could demand tot:\| 
colectomy to the anal sphincter level and in which ileo- 
proctostomy could be considered. These conditions are 
(1) adenomatosis, (2) ulcerative colitis, (3) idiopathic 
megacolon, and (4) mutiple carcinomas of the colon. 
including lesions of the rectum. There will be no dis- 
cussion in this presentation of ileoproctostomy in which 
carcinoma is a factor, as this introduces another debat- 
able feature. It is not necessary to seriously consider the 
indications for ileoproctostomy in patients with achalasic 
megacolon (so-called Hirschsprung’s disease) in which 
the entire colon is involved, because in this occasional 
type of case it would probably be better to remove the 
colon to the mid or upper rectum and to perform an ileo- 
rectostomy. Personally, I have not seen the indication for 
ileoproctostomy in this type of megacolon. 

Ulcerative colitis is a real challenge. Attempts have 
been made to close an ileostomy and reestablish bowel 
continuity, with or without partial colon resection, after 
apparent healing of the bowel wall has taken place. Cat- 
tell in 1942 reported closure of nine ileostomy cases out 
of a total of 45 patients surviving ileostomy. There were 
satisfactory results in five patients. However, his later 
writings suggest apprehension and dissatisfaction with 
closure of ileostomies. Bacon and Trimpi ‘ in 1950 stated 
that bowel continuity may be restored occasionally in 
selected cases, and they reported three patients with 
colon resections and ileosigmoidostomies in which the 
rectum apparently was not involved. Apparently the re- 
sults were satisfactory in two of these cases. There are 
other similar reports. In fact, most surgeons who re- 
ported some satisfactory results with ileostomy closure 
at one time are now urging colectomy in all patients 
following ileostomy. The latter recommendation is widely 
accepted. This leaves only one alternative if it is hoped 
to preserve a functioning sphincter mechanism in these 
cases: namely, removal of the colon to the sphincter 
level and anstomosis of the ileum to the anus. In recent 
personal correspondence with me, Ravitch * stated that 
he had performed ileoproctostomies for ulcerative colitis 
in eight patients, four of whom have had satisfactory 
results, but secondary ileostomies were necessary in the 
other four. There have been some problems in most cases 
in the early postoperative weeks or months. In my orig- 
inal report of nine cases, I had not attempted anastomo- 
sis of the ileum to the anus in patients with ulcerative 
colitis; however, following this report, it was accom- 
plished in two patients. In the first patient, the immediate 
postoperative period taxed resourcefulness of the medical 
staff in controlling the urgency for stool and loose move- 
ments, although continence was quite satisfactory. Dis- 
comfort from perianal irritation was (and usually is) 4 
problem. After three weeks of rather constant attention 
by the medical and nursing staff, these problems lessened; 
and now, after three years, the patient has reported hav- 
ing proper control, stools averaging four daily, and peri- 
anal irritation occurring only with occasional attacks of 
frequent loose stools. He has gained weight and is work- 
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ing. The second case was similar in the early postopera- 
tive weeks; and finally, after the development of several 
perianal fistulas, an ileostomy was established. In the 
two cases of ileoproctostomy for ulcerative colitis re- 
ported by Wangensteen,’ difficulty in healing occurred 
in both patients, and ileostomy became necessary in one. 
Control was satisfactory in the other patient. Here are 
12 cases of ileoproctostomy in patients with ulcerative 
colitis reported by three authors, and in 6 of the 12 
patients, or 50%, it was finally necessary to resort to 
ileostomy (see table). Primary healing at the suture line 
has frequently not been satisfactory, and complications 
have been numerous. Frequent loose stools with an al- 
most continuance sense of urgency and the perianal ex- 
coriations are always problems for some weeks after 
operation, but with final proper healing of the suture line 
these discomforts disappear or lessen to the extent that the 
patient is again comfortable. The control of the sphincter 
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selves as believing that complete colectomy with a per- 
manent ileostomy is the operation of choice because of 
the strong carcinogenic factor in patients with adenoma- 
tosis. Ravitch * in 1948 stated it was a dangerous com- 
promise to leave the rectal segment after fulguration and 
recommended removing the entire colon down to the 
anus and then anastomosing the ileum to the anus. In 
recent correspondence with me ° he has stated that ileo- 
proctostomy was carried out on five patients with adeno- 
matosis. The results have been satisfactory in four cases; 
however, in two of them frequent loose stools are a 
problem even though sphincter control has been ade- 
quate. The complications in the fifth patient were so 
severe as to demand an ileostomy. Devine and Webb ° 
reported satisfactory results in two patients in 1951. 
I ' previously reported on nine cases in which the ileum 
was anastomosed to the terminal rectum or anus. Five 
of these patients had adenomatosis with carcinoma of 


Review of Literature: Results of lleoproctostomy in Ulcerative Colitis and in Adenomatosis and Malignant Growth 


Uleerative Colitis 


No. of 
Author Patients Results 


8 Satisfactory 
Unsatisfactory 
Satisfactory 
Unsatisfactory 
Satisfactory 
Unsatisfactory 


2 


2 


Unsatisfactory 6 


lleostomy 
Per- 
formed Remarks 
0 One of 4 satisfactory patients has some difficulty 
1 


“ Unsatisfactory results, 50% 


Adenomatosis and Malignant Growth 


No. of 

Author Patients Results 

Satisfactory 4 
Unsatisfactory 1 
Satisfactory 2 
Satisfactory 5 
Unsatisfactory 5 
Satisfactory ll 
Unsatisfactory 6 


lleostomy 
Per- 
formed Remarks 
0 Frequent loose stools in 2 patients 
0 


0 Nine of the 10 patients had a malignant growth 


5 Unsatisfactory results, 54.5% 


mechanism is satisfactory in patients in whom proper 
healing of the suture line has occurred. 

The patient with adenomatosis is a different problem. 
It is granted, from reports and experiences of other 
authors as well as my own, that the incidence of cancer 
in patients with adenomatosis at the time of diagnosis 
varies between 35 and 50%, and it is generally accepted 
that carcinoma will eventually develop in close to 100% 
of these patients. Whether it is necessary to remove the 
entire colon down to the sphincter level and anastomose 
the terminal ileum to the anus to preserve bowel con- 
tinuity and the sphincter mechanism is debatable. At the 
present time, I feel firmly, and have for some years, that 
an ileostomy is not necessary in these patients.* I am in 
agreement with the group of surgeons, including Rankin, 
jones, Dixon and Benson, Gardner, Scarborough, and 
Bochme,’ who believe that fulguration of the rectal ade- 
nomas followed by ileorectostomy or ileosigmoidostomy 
is the management of choice, provided that the patients 
are checked at proper intervals postoperatively by proc- 
loscopic examination and that any new adenomas are 
destroyed. Some surgeons, including Estes," Cattell, and 
Strohl and Pontius,’ have definitely expressed them- 


the rectum and also of the colon; four were patients with 
rectal carcinoma in which I felt that anastomosis of the 
upper left colon to the anus could not be accomplished. 
All of these patients had ileoproctostomy for the pur- 
pose of studying the feasibility of an operation using the 
terminal ileum as the rectum and preserving the sphincter 
mechanism. Later I added a 10th case to this group. 
Complications were many, and 5 of the 10 patients had 
unsatisfactory results, with four requiring an abdominal 
stoma for exit of fecal contents. On one occasion three 
years ago, I changed the technique of fulguration and 
ileosigmoidostomy to that of ileoproctostomy because of 
a probable malignant growth in the base of adenomas 
(1.5 cm. in size) at the 5 cm. level. The postoperative 
phase was about as previously described in other cases; 
but the anastomosis line held nicely, and the patient has 


8. Best, R. R.: Single and Multiple Polyps or Adenomas of the Colon 
and Rectum—Management, Rev. Gastroenterol. 19: 57-66, 1952. 

9. Boehme, E. J.: The Surgical Treatment of Familial Poiyposis of 
the Colon: Report of Seven Cases, Six in One Family, Ann. Surg. 131: 
519-533, 1950. 

10. Estes, W. L., Jr.: Familial Polyposis and Carcinoma of the Colon, 
Tr. South. S. A. 59: 325-335, 1947. 

11. Strohl, E. L., and Pontius, G. V.: Polyposis of the Colon, Arch. 
Surg. 58: 708-723. 1949. 
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satisfactory sphincter control, with bowel movements 
averaging four daily. Here is a total of 17 cases of ileo- 
proctostomy, with satisfactory results in 11 instances and 
unsatisfactory results in 6 (see table). I believe that if 
the technique later proposed by Ravitch, or my modifi- 
cation of it, had been used, the percentage of satisfactory 
results would have been higher. 


Fig. 1.—In author’s original technique for ileoproctostomy, a rectal tube 
was secured to the proximal end of the transected ileum, which was tele- 
scoped into rectal stump (insert) and sutured. 


Because of the frequent and rather severe postopera- 
tive complications that resulted in many tests of per- 
severance, courage, and resourcefulness, both for the 
patient and the surgeon, there should be a few general 
remarks on surgical technique and management of ileo- 
proctostomy. The matter of one, two, or three stage 
procedures for removal of the colon down to the last 
few centimeters of the rectum or anus will not be dis- 
cussed. The particular problem is the choice of technique 
to accomplish anastomosis of the ileum to this level with 
minimal complications and distress for the patient and 
to achieve success in preserving a functioning sphincter 
mechanism. In my early technique I secured a medium- 
sized rectal tube into the proximal end of the transected 
ileum (fig. 1). Then, by means of a hemostat inserted 
through the anus, the tube and ileum were telescoped 
down through the lower rectal stump or anus, and inter- 
rupted silk sutures were applied in the depths of the 
pelvis to secure the approximated structures. After some 
difficulties with the anastomosis line, I changed the 
technique, closing the proximal end of the ileum and 
placing it in the hollow of the sacrum adjacent to the 
anal stump. Then, after the patient was turned on his 
left side, the coccyx was removed; and through the 
posterior approach the ileum was located and opened, a 
rectal tube was inserted, and the ileum was telescoped 
through the anus after removing any remaining rectal 
mucosa. This posterior approach permitted a more ac- 
curate suture line. Complications were lessened but still 
continued to be a problem. Finally, I concluded that 
this posterior incision behind the anus was a potential 
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hazard and should be avoided. Later, several patients 
were operated upon in which a technique similar to that 
described by Ravitch was used. 

I believe that the principle of the technique used 
by Ravitch will result in fewer complications than 
the technique I used in most of my cases. In his 
method, after the colon and terminal ileum have 
been freed, the abdomen is closed and the patient is 
turned on his side, with completion of the operation 
through an anal approach. If the patient is undergoing 
a multiple stage procedure and a temporary ileostomy 
has been established, the freed ileostomy may be tied to 
the rectal stump, the abdomen closed, and the patient 
turned on his left side for the telescoping procedure. 
Ravitch recommends a circular incision on the anal canal 
with dissection carried upward on the submucosal sur- 
face of the rectum, leaving the muscular rectal wall intact 
for 2 to 3 in. (5.08 to 7.62 cm.). At this level the cuff 
of muscular wall is cut through to permit entrance into 
the free pelvic cavity. The colon or stump of colon with 
the ileum is pulled down through the remaining muscular 
anal canal, and with two layers of interrupted catgut 
sutures the ileum is fixed to the anal sphincter and, 
finally, the ileum is sutured to the skin margin. Devine 
and Webb ° described a technique used on two patients 


‘with adenomatosis, whereby a second team operating 


from below floated off the rectal mucosa with syringe 
and needle, using a local anesthetic solution with epin- 
ephrine (adrenalin®). The rectal mucosa was then re- 


— 


Fig. 2.—In present technique for ileoproctostomy, colon and terminal 
ileum are delivered through anal canal after method of Ravitch. A rectal 
tube is placed and fixed in ileum, telescoping ileum beyond anal skin 
margin. A row of interrupted catgut sutures secures ileum to sphincter 
muscle and to skin margin. A row of sutures may also secure ileum to 
peritoneum in the cul-de-sac. 


moved, with or without assistance from the abdominal 
operating team that had transected the rectum at a low 
level. A wide-bore tube was passed up through the 
sphincter and rectal muscle, and the ileum was attached 
over its end and withdrawn through the anal canal and 
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sutured with silk. The tube was left in place for four days. 
Mention is made, in fact is stressed, that sensory areas 
of anorectal mucosa were left unremoved and were 
sutured to the mucosa of the ileum. 

| have altered the technique of Ravitch and believe it 
probably has some slight advantages over his original 
procedure. The circular incision in the anal canal is 


3 


Fig. 3.—Ileum, secured to rectal tube, extends beyond skin margin and 
has been secured to skin with interrupted catgut sutures. Tube promotes 
adhesions to sphincter mechanism by pressure and prevents retraction of 
ileum above sphincter muscles. 


made at the mucocutaneous line after completion of the 
abdominal part of the operation. After delivery of the 
rectum, colon, and terminal ileum, the serosa of the 
ileum is sutured to the upper level of the sphincter 
muscles and then to the anal skin by interrupted catgut 
sutures (fig. 2). About 1 in. (2.54 cm.) of ileum is left 
protruding from the anal canal, and a rubber rectal tube 
is fixed to this protruding segment of ileum, the tube 
extending through the muscular anal canal (fig. 3). 
Usually at some time between 6 and 10 days following 
the operation, the tube ceases to function satisfactorily, 
some necrosis of the protruding segment of ileum 
takes place, and the tube is removed. Some days later any 
remaining or necrotic protruding segment of ileum is 
excised. Judging from the several cases done by this 
technique, I believe that it affords securer healing of the 
ileum to the sphincter mechanism and less likelihood of 
suture line breakdown and retraction of ileum with fistula 
development or local necrosis. 

Although sphincter control has been quite satisfactory 
in most patients in whom a breakdown of the suture line 
has not occurred, I believe emphasis should be placed 
on those structures that constitute the sphincter appa- 
ratus at the terminal end of the intestinal tract. Court- 
ney '* has most ably studied and discussed the anorectal 
musculature as related to sphincter function. The inter- 
lacing of muscle and fascia of the levator ani muscle, 
lower rectal wall, and the internal and external anal 
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sphincters is emphasized. One can only conclude that 
the whole area of these structures acts as a unit to pro- 
duce this most delicate control mechanism. The fine dis- 
tinction of gas, liquids, or solids exemplifies this very 
extraordinarily delicate apparatus. The lining of the anal 
canal plays an important part in the proper function of 
the mechanism, and no segment of the entire apparatus 
should be removed or destroyed by the operative proce- 
dure. Then, if a new set of circumstances is presented to 
the sphincter control unit, such as in the operation of 
ileoproctostomy, proper sphincter control can be antici- 
pated. Therefore, I feel that if the ileum is to be anasto- 
mosed to the anus, one should not cut through or tran- 
sect the levator ani muscle or the internal or external 
sphincter muscle, and the anal mucosa should be pre- 
served to the mucocutaneous line where true rectal mu- 
cosa meets the anal canal in the region of the papillae 
and crypts. In either the Ravitch technique or my modifi- 
cation of it, one should be sure that the circular incision 
is made at the mucocutaneous junction. 


SUMMARY 

In the table there are 50% satisfactory results in ileo- 
proctostomy for patients with ulcerative colitis and 
45.5% satisfactory results in ileoproctostomy for pa- 
tients with adenomatosis or malignant growth. This may 
be considered somewhat encouraging, and possibly the 
figures would be even better if all patients had been 
operated upon by the Ravitch technique or some modifi- 
cation of it such as suggested in this paper. In my earlier 
reports on ileoproctostomy, I stated that improvements 
were wanting and that unless they were forthcoming the 
outlook was pessimistic. 

The whole story is never told by figures or tables, and 
I wish to emphasize that in addition to the operation 
being more difficult, the postoperative days, weeks, or 
months can prove most discouraging to the patient and 
to the surgeon, and much additional care and work is 
necessary by other personnel associated in the manage- 
ment of such patients. Frequently, the early days, weeks, 
and occasionally months are disturbing because of the 
constant urge for a stool, at times as often as every 30 
minutes. In most instances this urgency gradually di- 
minishes, and oftener than not the patient ends up with 
four to six stools daily and occasionally with only two or 
three a day. The ileum dilates, and its capacity becomes 
greater. This I have demonstrated by roentgenograms, 
and on several occasions when I have reoperated upon 
patients I have found the terminal ileum dilated to from 
7 to 10cm. Abdominal cramping is frequently an annoy- 
ing symptom in the early weeks. Every type of medica- 
tion has been used to quiet intestinal peristalsis, to 
cause constipation, and to produce bulk to absorb the 
liquid contents. Management of the perianal skin irrita- 
tion and excoriation is usually a real test of one’s ability 
to keep the patient comfortable by attempting to reduce 
the frequency of stools and to relieve the burning or even 
scalding perianal sensation. Leakage or complete break- 
down of the suture line occurs too frequently, resulting 
in abscess or temporary or permanent fistulas. When this 


12. Courtney, H.: Anatomy of the Pelvic Diaphragm and Anorectal 
Musculature as Related to Sphincter Preservation in Anorectal Surgery, 
Am. J. Surg. 79: 155-173, 1950. 
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occurs, the problem of urgency, frequent stools, and 
perianal skin excoriations becomes more acute, and a 
temporary or permanent ileostomy usually becomes 
necessary. The control of nutrition and of the fluid and 
electrolyte balances is usually not too serious a problem. 
Sphincter control may be troublesome during the early 
period of extreme frequency of stools, but, as this is 
brought under control, the sphincter mechanism practi- 
cally always proves adequate unless there are complicat- 
ing perianal abscesses or fistulas. 

There is no doubt that ileoproctostomy is a feasible 
procedure; and although it is accomplished in a limited 
percentage of patients without overwhelming difficulties 
to the patient or surgeon, at the present time it should 
not be accepted as the routine procedure for the condi- 
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tions mentioned. This is particularly true for ulcerati,e 
colitis, in which complications are more frequent. It js 
my opinion that ileoproctostomy is not usually indicated 
for adenomatosis. Personally, although I am interested 
in the possibilities and am doing ileoproctostomies in 
selected cases, I have difficulty in convincing myself that 
facing the issues described is worth the sweat and tears 
of both patient and surgeon. Further improvements in 
technique to limit the complications would be the answer 
for a wider acceptance of this procedure. Possibly further 
experience with the technique recommendation made in 
this paper will prove to lessen the postoperative prob- 
lems. Sphincter control is adequate if the site of anasto- 
mosis remains intact. 
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TEMPORARY MECHANICAL SUBSTITUTE FOR THE LEFT 
VENTRICLE IN MAN 


Forest D. Dodrill, M.D., Edward Hill, M.D. 


and 


Robert A. Gerisch, M.D., Detroit 


By temporary substitution for the left ventricle is 
meant its complete bypass temporarily by all of the blood 
that normally passes through it. This is accomplished by 
withdrawing the blood from the left atrium, passing it 
through the artificial left heart, and returning it to the 
aorta by way of the left subclavian artery. The systemic 
circulation is thereby artificially maintained while the 
right heart and the lungs continue to perform their func- 


tions. 
EXPERIMENTAL BACKGROUND 


Several investigators have artificially maintained the 
systemic circulation in animals using methods in which 
the blood bypasses the left ventricle. Sirak, Ellison, and 
Zollinger ' reported on a mechanism with which cardi- 
otomy of the empty left ventricle could be performed. 
Bypassing of the left ventricle by the blood was used by 
Kantrowitz and Kantrowitz* in experimental animals. 
Wesolowski and Welch * also reported on such a mecha- 
nism. We previously reported on our experimental work 
with the artificial heart mechanism.* We have carried out 
four types of artificial heart procedures: (a) substitution 
for the right ventricle, (b) substitution for the left ven- 
tricle, (c) substitution for both ventricles, using the lungs 
for oxygenation, and (d) complete substitution for both 
sides of the heart and the lungs. This last procedure in- 
volves artificial oxygenation of the blood. 

After extensive experimentation with these various 
procedures, we have concluded that substitution for the 


From the Research Division of Harper Hospital. 

This work was supported by a grant from the Michigan Heart Asso- 
ciation. 

1. Sirak, H. D.; Ellison, E. H., and Zollinger, R. M.: Cardiotomy into 
an Empty Left Ventricle, Surgery 28: 225, 1950. ° 

2. Kantrowitz, A., and Kantrowitz, A.: Observations on the Use of an 
Experimental Artificial Left Heart, abstracted, Surgical Forum, Am. Coll. 
Surg., 1950, p. 265. 

3. Wesolowski, S. A., and Welch, C. S.: A Pump Mechanism for 
Artificial Maintenance of the Circulation, Surgical Forum, Am. Coll. Surg., 
1950, p. 226. 

4. Dodrill, F. D.; Hill, E., and Gerisch, R. A.: Some Physiologic 
Aspects of the Artificial Heart Problem, J. Thoracic Surg. 24: 134, 1952. 


left side of the heart is the most practical method. This 
is especially true because of the hypotensive reflex that 
is present on the right side. With substitution for the 
right-side of the heart or with a complete extracorporeal 
heart substitute, we have found that a prompt and pro- 
found fall in systemic blood pressure usually takes place. 
This fall in blood pressure is produced by a reflex mecha- 
nism known as the Bainbridge reflex. The normal disten- 
tion of the right atrium and great veins causes impulses 
to travel up to the brain, which in turn helps to maintain 
the normal blood pressure and heart rate. The removal 
of this normal distention, therefore, eliminates or dimi- 
nishes this central regulation of blood pressure. Our ex- 
perimental work indicates that, in the dog at least, this 
reflex is essentially of the right side of the heart. Al- 
though in some experiments on the left side there has 
been some fall in blood pressure, it usually is not severe. 
Of all the problems associated with experimental arti- 
ficial heart work, this hypotensive factor is at present the 
most serious. It is not known at present how important 
this factor may be in humans. There are indications that 
the hypotensive reflex is much more acute in dogs than 
in humans. We have had a great deal of experience with 
bypass of the left ventricle in dogs. The experimental 
work has reached the stage at which the results of the 
procedure are highly satisfactory. During the last eight 
consecutive exposures of the mitral valve in dogs, no 
animals have died. Figure 1 illustrates an arterial pattern 
of first a partial bypass and then a complete bypass o! 
the left ventricle. As the artificial pump takes over the 
circulation, some blood is still being ejected by the ven- 
tricle. This shows as sharp peaks on the arterial pressure 
pattern. When none of these peaks appear on the pres- 
sure pattern, no blood is being ejected by the ventricle, 
and the pressure curve is entirely due to the pump. The 
simultaneous recording of the electrocardiogram is nec- 
essary to identify these patterns. 
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USEFULNESS OF THE MECHANICAL SUBSTITUTE 


Complete bypass of the left ventricle by the blood 
would be helpful in several conditions in humans. For- 
eign bodies can be removed from the wall of the heart 
without danger of hemorrhage. It is theoretically possible 
that such pathological processes as aneurysms of the left 
ventricle, severely infarcted areas, and neoplasms involv- 
ing the heart wall could be resected while the systemic 
circulation is maintained. Since both the mitral valve and 
the aortic valve are not functioning while the left ven- 
tricle is being bypassed, pathological conditions involv- 
ing these valves would be more amenable to surgical 
procedures, 

Dennis * and co-workers reported a case in which an 
extracorporeal substitute for the entire heart was used 
in one patient with an intra-atrial septal defect. They 
were able to maintain the circulation long enough to ex- 
pose the defect and to close it. The patient died following 
the procedure, and they attribute the death to, among 
other factors, hypotension during the procedure. Mus- 
tard, Chute, and Sirek ° reported on the application of 
an artificial heart mechanism, in which monkeys lungs 
were used as oxygenators, to 8 patients, all with trans- 
position of the great vessels. No patient survived. Dogli- 
otti * reported a partial bypass of the right heart in a pa- 
tient undergoing surgery for mediastinal tumor; the blood 
flow through his artificial mechanism was 1 liter per 
minute. Helmsworth and co-workers * reported success- 
ful oxygenation of a portion of a patient’s circulating 


Fig. 1.—The simultaneously recorded electrocardiogram, aortic pres- 
Sure, and mechanical pump pressure during use of the mechanical pump. 
Partial and complete bypass of the left ventricle is illustrated by the 
aortic pressure pattern. 


blood in a case of emphysema. No thoracic operation was 
done. Following is the report of a case in which a me- 
chanical substitute for the left ventricle was used for 50 
minutes while a surgical procedure was carried out in 
the heart and the patient recovered. 
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REPORT OF A CASE 


The patient was a 41-year-old white man, with a definite his- 
tory of “rheumatism” in earlier life. For the previous year, he had 
noticed increasing dyspnea on exertion. There had been frequent 
attacks of tachycardia. There had been no hemoptysis and no 
peripheral edema. Physical examination showed a well-developed, 
well-nourished man who had no dyspnea while at rest. There 
was no distention of the neck veins while he was in the re- 


Fig. 2.—The apparatus used as temporary substitute for the left ventricle. 


cumbent position. The lungs were resonant throughout, and he 
had normal vesicular breathing. The apical impulse was extreme- 
ly prominent. There was a loud systolic murmur at the apex 
with some diastolic component. The blood pressure was 130/70 
mm. Hg. Fluoroscopic examination and a roentgenogram of the 
heart showed enlargement of the left ventricle. Cardiac catheteri- 
zation showed normal pressures in the right atrium and right 
ventricle and in the pulmonary artery. The capillary pulmonary 
pressure, however, was increased with leg exercise. The electro- 
cardiogram revealed normal conduction time, with no evidence 
of either right or left ventricular hypertrophy. 

The red blood cell count was 4,800,000 per cubic millimeter, 
and the hemoglobin level was 12 gm. per 100 cc. The differential 
white blood cell count was normal. The urine had a specific 
gravity of 1,020, and showed no sugar or albumin; the centri- 
fuged specimen showed no evidence of cells or casts. The pro- 
thrombin and clotting times were within normal limits. The 
serum protein level was 6.8 gm. per 100 cc. 

Temporary substitution for the left ventricle was carried out. 
The patient was taken to the operating room and anesthetized, 
and heparin sodium was given. The amount of heparin sodium 
to be given was calculated according to the patient’s body weight 


5. Dennis, C., and others: Development of a Pump-Oxygenator to 
Replace the Heart and Lungs: An Apparatus Applicable to Human 
Patients, and Application to One Case, Ann. Surg. 134: 709, 1951. 

6. Mustard, W. T.; Chute, A. L., and Sirek, A: Experimental Intra- 
cardiac Surgery with Extracorporeal Circulation, Scientific Exhibit in 
Section on Experimental Medicine at the 101st Annual Session of the 
American Medical Association, Chicago, June 9-13, 1952. 

7. Dogliotti, A. M.: Clinical Use of the Artificial Circulation with a 
Note on Intra-Arterial Transfusion, Bull. Johns Hopkins Hosp. 90: 131, 
1952. 

8. Helmsworth, J. A., and others: Artificial Oxygenation and Circu- 
lation During Compiete By-Pass of the Heart, J. Thoracic Surg. 134: 
117, 1952. 
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and the amount of citrated donor blood put into the pump. The 
patient weighed 70 kg. (154 Ib.). It was decided to give 5 mg. 
of heparin sodium per kilogram of body weight. Of this amount, 
8 mg. was put into the citrated donor blood that filled the pump. 
The remainder of the heparin sodium was given directly to the 
patient. A few minutes after administration of the heparin 
sodium, the clotting time was determined, and it was observed 
from time to time during the remainder of the operative proce- 
dure. The blood showed no evidence of clotting when the 
operation had been entirely completed. The pump had been 
assembled and made ready for use before the patient was 
brought to the operating room. It had been filled with sterile 
saline solution, and the blood was put into the pump, dis- 
placing the saline solution, immediately before the apparatus 
was connected to the patient. A Cournand cardiac catheter was 
inserted in the right ulnar artery and passed up almost to the 
aorta. This was connected to a direct pressure recording device 
so that a continuous arterial pressure could be recorded. A simul- 
taneous electrocardiogram was also recorded. 

An anterior lateral thoracic incision was made on the left 
side. The fourth costal cartilage and the corresponding fourth 
rib were resected. After the thoracic cavity had been opened, 
the third costal cartilage was divided to provide greater exposure. 
All bleeding points were meticulously ligated. The left sub- 
clavian artery was cannulated, the tip of the cannula extending 
into the aorta. The left superior pulmonary vein was then 
cannulated, the cannula extending well into the atrium. The 
pericardium was opened longitudinally just anterior to the left 
phrenic nerve. Palpation of the left atrium revealed the presence 
of a systolic thrill. The mechanical pump was then filled with 
blood that was both citrated and heparinized. The rubber tubes 
that pass to and from the pump were then connected to the 
cannulas, care being taken that no air bubbles got into the 
circulation at the point of connection. Figure 2 shows the 
mechanical pump used. For a description of the mechanism, the 
reader is referred to our original manuscript. The pressure 
regulators of the pump were gradually turned up until the 
circulation of the left side was taken over. At this point, the 
blood flow through the mechanical pump, as registered on the 
flowmeter, showed a maximum flow of 4% liters per minute. 
Complete bypass of the left ventricle with satisfactory arterial 
pressure was maintained for 50 minutes. No vasoconstrictor 
drugs were used. An attempt was made to expose the mitral 
valve, but because of the enlargement of the left ventricle, the 
atrium was displaced posteriorly, and this could not readily be 
done in this patient. The operator (F. D. D.) put his index 
finger into the atrium through the appendage, around which 
had been placed a purse string suture to prevent bleeding and 
aspiration of air. The mitral valve was regurgitant, with no 


aud 


Fig. 3.—The simultaneously recorded electrocardiogram, aortic pres- 
sure, and pump pressure in the patient described during complete bypass 
of the left heart with the use of the mechanical pump. 
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function. During the entire procedure there were no arrhythmi:,, 
and the patient was in excellent condition. 

The pump was disconnected from the patient and the can- 
nulas were removed. The patient was then given an amount of 
protamine sulfate equal to his total dose of heparin sodium. 
During the operation, before the protamine had been given, 
there was no unusual oozing from the tissues. As a matter of 
fact, it could not be inferred that the blood had been heparin- 


Fig. 4.—Patient in whom complete mechanical substitution for the left 
ventricle was carried out for 50 minutes shown recovered from the 
Operation. 


ized by observing the incision. The left subclavian artery was 
ligated, and the opening in the left superior pulmonary vein 
was sutured. The incision in the chest wall was closed with two 
intercostal tubes in place, one posteriorly for drainage of serum, 
the other high in the anterior thorax for the removal of air. 
The patient made an excellent recovery and at no time was 
critically ill. Careful laboratory examinations were done for 
several days after the operation. The only abnormality noted 
was a fall in the red blood cell count and the hemoglobin level 
over the first five postoperative days. Inasmuch as there was 
considerable drainage of blood and serum from the thoracic 
cavity, this anemia was thought not to be unusual. It was cor- 
rected by two transfusions of blood. The patient remained in 
the hospital for observation for a period of five weeks; however, 
he could have been discharged at the end of the second week. 
Figure 4 shows the patient recovered from the operation. 


SUMMARY AND CONCLUSION 

The experimental background for the substitution of 
an artificial pumping mechanism for the left ventricle is 
discussed. The successful temporary, total substitution 
of such a mechanism for the left ventricle in man is re- 
ported; complete substitution was maintained for 50 
minutes. The maximal blood flow that was artificially 


maintained was 41% liters per minute. 
Fig. 


The benefits to the patient have not been fully evalu- 


colon, 


ated. The clinical examination, however, indicates that curvilin 
of The within there is definite improvement. To our knowledge, this is 
valve and in the ventricle for a period o minutes while ‘ 
manipulative procedures were carried out. Figure 3 shows the the first instance of survival of a patient when a mechani ea 
original record of the electrocardiogram, the aortic pressure, cal heart mechanism was used to take over the complete 5 
and the pump pressure while the left ventricle was being by- function of maintaining the blood supply of the body itis d 


passed. The finger was withdrawn from the atrium, and the 
atrial appendage was ligated. The pump pressure was then gradu- 
ally reduced and the left ventricle allowed to take over its usual 


while the heart was opened and operated on. 
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INTRAPERITONEAL ESCAPE OF BARIUM ENEMA FLIUD 
PERFORATION OF SIGMOID COLON 


Ivan Isaacs, M.D., Jacksonville, Fla. 


When acute perforation of the colon is suspected in a 
patient, a barium enema examination is obviously con- 
traindicated. However, an unsuspected colon perforation 
or its occurrence during the administration of a barium 
enema may permit the free escape of barium fluid into 
the peritoneal cavity. This is probably not as rare an in- 
cident as would be indicated by the paucity of reported 
cases. The radiologist should be aware of this possibility 
and alert to recognize its roentgenoscopic appearance 
should it occur in spite of precautions. 

The cases of two patients with perforation of the sig- 
moid colon are reported in this paper. In both instances 
the roentgenoscopic and radiographic findings were strik- 
ingly similar and presented a particular sign that may be 
of value for the prompt recognition of such a perforation 
during the roentgenoscopy. The barium escaping through 
aperforation in the sigmoid may immediately collect in the 
space between the descending and sigmoid colon and the 
left lateral abdominal wall. The density of this free 
barium enables it to be visualized alongside the opacified 
colon, with the fluid showing a smooth left border where 


Fig. 1 (case 1).—Acute perforation through carcinoma of sigmoid 
colon, with free barium enema fluid in peritoneal cavity. Arrow indicates 
curvilinear streak of density lateral to upper sigmoid, with smooth external 
contour where barium is in contact with the parietal peritoneum. Other 
ven barium densities not within the colon indicate intraperitoneal 
Sp 


itis delimited by the parietal peritoneum (fig. 1 and 2). 
is may appear as a linear streak of density external to 
the bowel and distinctly separated from but parallel to the 


descending or sigmoid colon. Such an appearance was 
noted on the radiographs of both patients in this report. 
When this condition was seen during the fluoroscopy of 
the second patient, its significance was immediately 
appreciated from the previous experience, and the barium 


Fig. 2 (case 2).—Traumatic perforation of sigmoid colon, with free 
barium enema fluid in peritoneal cavity. Arrow indicates linear density of 
barium in contact with parietal peritoneum immediately lateral to opacified 
descending and sigmoid colon. Much of the colon became filled with 
barium despite early detection of perforation during fluoroscopy and ter- 
mination of enema. Cantor tube is seen in upper jejunum. 


enema was promptly stopped. If the fluoroscopy of the 
sigmoid colon is done in the left posterior oblique posi- 
tion, this type of distribution of the escaping barium 
should be favored by the action of gravity. Other areas 
of barium density may be recognized elsewhere in the 
abdomen whose contours are inconsistent with the ap- 
pearance of barium within the colon. 


REPORT OF CASES 


Case 1.—Carcinoma of sigmoid with perforation: A 70-year- 
old white woman had had episodes of abdominal pain and bloody 
stools for three years. She entered the hospital after a severe 
attack of cramping lower abdominal pain and vomiting. On her 
admission to the hospital a roentgenogram of the abdomen 
showed gaseous distention of the colon but no evidence of free 
gas in the peritoneal cavity. During a barium enema a free 
escape of barium into the peritoneal cavity from a perforation 
of the colon was noted (fig. 1). Immediate laparotomy disclosed 
free gas and about 1,500 cc. of milky fluid in the peritoneal 


From the Department of Radiclogy, Duval Medical Center. 
The data on case 1 in this paper were furnished by Dr. Henry W. 


Louria of the Jewish Hospital of Brooklyn. 
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cavity. There was an intrinsic tumor of the sigmoid colon, 5 
cm. in greatest length, through which there was a perforation 
2 cm. in diameter. A greenish black exudate was present on 
the adjacent serosa of the sigmoid. A Rankin resection of the 
lesion was performed. The patient died on the third postoperative 
day. Microscopic section of the operative specimen revealed a 
well-differentiated adenocarcinoma. 

Case 2.—Traumatic perforation of sigmoid by sigmoidoscopy: 
A 49-year-old Negro man complained of increasing cramping 
abdominal pain for two days, associated with fever, nausea, and 
vomiting. On his admission to the hospital his temperature was 
98.6 F (37.0 C) and pulse rate 140. The abdomen was distended 
and moderately tender, with no localizing signs. Roentgenograms 
showed evidence of ileus, with no free gas under the diaphragm. 

On the day of the patient’s admission a sigmoidoscopy was 
performed. There was no visible lesion up to a distance of 25 
cm., but some escape of bloody fluid was noted. The following 
day a barium enema was attempted in the hope of finding an 
obstructing or bleeding tesion of the colon. The radiologist had 
not been advised that there was a suspicion of perforation of 
the bowel by the sigmoidoscopy. As the barium fluid filled the 
sigmoid there was roentgenoscopic evidence of a perforation 


Fig. 3 (case 2).—Numerous small flecks of barium density diffusely 
scattered through the peritoneal cavity three weeks after the barium 
enema. 


in the form of a linear barium density lateral to the opacified 
colon (fig. 2). The enema was terminated at once, and an 
attempt was made to siphon back some of the fluid. 
Immediate laparotomy disclosed a generalized peritonitis, with 
barium fluid in the peritoneal cavity. There was a small per- 
foration in the sigmoid without associated evidence of any dis- 
ease condition. No other abdominal lesion was found. The 
perforation was repaired and the incision closed without drain- 
age, after instillation of penicillin and streptomycin. There was 
some postoperative pulmonary atelectasis and a dehiscence of 
the wound, but recovery followed, and the patient was discharged 
five weeks after operation. Radiographic examination of the 
abdomen three weeks after the barium enema showed barium 
particles diffusely scattered in the peritoneal cavity (fig. 3). 


COMMENT 
Exclusive of injury, the commonest causes of perfora- 
tion of the colon are diverticulitis, chronic ulcerative 
colitis, and cancer.' Reports of demonstration of colon 
perforations by means of barium enema are rather few 
and mostly concern subacute perforations with local 
fistulas or abscess cavities rather than contamination of 
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the general peritoneal cavity. Koucky and Beck® re. 
ported the occurrence of a fatality following the free e«- 
cape of barium into the peritoneal cavity when a barium 
enema was given after a negative proctoscopic examin:- 
tion. In their case it was impossible to determine whether 
the colon had been perforated by the instrument or 
merely injured to such a degree that the pressure of the 
barium enema completed the perforation. The similar 
circumstances in case 2 above warn us of the advisability 
of deferring a barium enema examination in patients 
where injury to the bowel by previous instrumentation 
may be suspected. In case 1 the perforation and spilling 
of barium through a necrotic tumor could hardly have 
been foreseen. Some degree of perforation presumably 
had preceded the barium enema, as evidenced by the 
serosal exudate observed around the perforation. The 
enema may have increased the degree of perforation. 

If the radiologist is alert to the possibility and can 
prompily recognize the appearance of the free escape of 
barium fluid from the colon, it may be possible to limit 
the degree of insult by immediate termination of the 
enema and prompt laparotomy. The linear parietal streak 
sign described may be helpful in this regard. 


SUMMARY 

Two cases of perforation of the sigmoid colon are re- 
ported in which there was a free escape of barium fluid 
into the peritoneal cavity. The predisposing causes are 
discussed. The radiographic appearance of this compli- 
cation is described, including a linear streak of density 
lateral to the sigmoid or descending colon that may be 
the first diagnostic sign. 


2000 Jefferson St. 


1. Bargen, J. A., and Cox, F. W.: Perforating Lesions of Large In- 
testine, Minnesota Med. 15: 466-469 (July) 1932. 

2. Koucky, J., and Beck, W. C.: Acute Nonmalignant Perforations of 
Colon, Surgery 7: 674-685 (May) 1940. 


Dangers of Lumbar Puncture and Jugular Compression.—The 
inherent dangers of lumbar puncture in patients with choked 
discs and increased intracranial pressure are well recognized. 
A fact not so well appreciated is the presence of a marked in- 
crease in intracranial pressure without evidence of choked discs. 
Such a situation may exist with acute cranial injuries and cere- 
bral edema, chronic head injuries with subdural hematomas, and 
in the early stages of development of intracranial tumors. The 
state of consciousness may be the only indication of the degree 
of intracranial tension. Progressive drowsiness should be a warn- 
ing that lumbar puncture may precipitate a dramatic and rapid 
progression of signs and symptoms of increasing intracranial 
pressure... . 

Sudden death following lumbar puncture has been attributed 
to herniation of the brain stem through the tentorial notch and 
foramen magnum. This undoubtedly results from the continued 
leakage of cerebrospinal fluid into the epidural space through 
the puncture hole made in the dura. The escape of fluid occurs 
after nearly every lumbar puncture but is exaggerated in the 
presence of increased intracranial pressure. The continued leak- 
age of fluid allows the brain stem to become wedged tighter and 
tighter in the foramen magnum or incisura tentorium. Jugulat 
compression (Queckenstedt test) done at the time of the lumbar 
puncture has the same disastrous effect, only more rapid and to 
a greater degree... . 

It is probable that many of the deaths attributed to lumbar 
puncture could have been prevented if the jugular veins had nol 
been compressed as a routine part of the procedure.—C. H. 
Shelden and R. H. Pudenz, Dangers of Jugular Compression 
(Queckenstedt Test), Surgery, Gynecology and Obstetrics, July, 
1952. 
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THE ADRENAL GLAND 


IN TROPICAL SPRUE 


Federico Diéz Rivas, M.D., Federico Hernandez Morales, M.D. 


Enrique Koppisch, M.D., Santurce, Puerto Rico 


The exact mechanism by which the “sprue syndrome” 
develops is still unknown, but the syndrome, as seen in 
some patients with this condition, embraces many fea- 
tures that are suggestive of adrenal hypofunction, such as 
asthenia, loss of weight, gastrointestinal symptoms, hypo- 
tension, a flat oral glucose tolerance test, and hyperpig- 
mentation of the skin. It has been observed that in sprue 
certain gastrointestinal symptoms, like flatulence, abdom- 
inal distention, and soft or diarrheic stools, frequently 
precede the development of anemia. This suggests that 
the initial abnormality may be related to the impaired 
absorption of essential foodstuffs from the gastrointes- 
tinal tract. 

Thorn and Clinton ' found some abnormalities in 
carbohydrate metabolism in 75% of 52 untreated pa- 
tients with Addison’s disease. These consisted of a 
tendency to a low fasting blood sugar level, a flat oral 
glucose tolerance curve, a normal level in the intravenous 
glucose tolerance curve, and a tendency to hypoglycemia. 
The authors conclude that in Addison’s disease there is 
an impaired absorption of glucose from the intestine. 
Hanes * found a flat oral glucose tolerance curve (maxi- 
mal rise of 39 mg. per 100 cc. of blood) in 54 patients 
with sprue, while the curve was normal when the glucose 
was given intravenously. This proves that in sprue there 
is an impaired absorption of glucose from the intestine. 
In 1934 Thaysen * pointed out that this abnormality of 
carbohydrate metabolism in sprue is “probably due to 
adrenal insufficiency.” This is the first reference to such 
a possibility that we have been able to find. 

According to Best and Taylor * some of the abnormal- 
ities of carbohydrate metabolism observed in cats and 
rats subjected to adrenalectomy appear to be due to a 
disturbance in the metabolism of sodium and potassium, 
which is also regulated by the adrenal cortex. Thus, the 
delayed absorption of sugar and fat, as well as the failure 
to store glycogen from glucose in these animals, can be 
favorably regulated by appropriate salt intake. There 
would seem to be, from the physiological point of view, 
a definite similarity between some of the symptoms of 
sprue and an insufficiency of the adrenal cortex. 

Even though the administration of folic acid, liver ex- 
tract, or vitamin B,2 favorably affects many cases of 
sprue, the oral glucose tolerance curve frequently remains 
low or flat. Furthermore, some of the treated patients with 
sprue continue to have gastrointestinal symptoms even 
though the anemia and glossitis have been controlled and 
the patient has gained weight. We have seen several cases 
of sprue in this hospital in which pigmentation of the face 
and extremities appeared with the onset of the disease. 


PATHOLOGICAL CHANGES OF ADRENAL GLAND 
IN SPRUE 
The autopsy series of the department of pathology of 
the School of Tropical Medicine was canvassed for ma- 
terial on sprue. In a review of 1,400 consecutive autop- 
ies, 17 cases of that disease were found. The duration 


could not be ascertained in five, but in the others it 
ranged from four months to five years. The sections of the 
adrenal gland in 13 cases were available for study, and 
alterations were encountered in all. The periadrenal fat 
showed serous atrophy. This was most pronounced in the 
superficial portions of the cortex, where the cords of cells 
were usually very narrow, while the interstitial tissue of 
the atrophied parts was broadened by edema. In the case 
of the most advanced atrophy, there was actual loss of 
portions of the cords of cells, which had been replaced 
by very loose and edematous areolar tissue. In portions 


The adrenal gland in sprue (hematoxylin and eosin stain x 74). 


of the cortex and medulla, small group of cells, usually 
resembling lymphocytes, were found in some cases. In 
some instances these foci may have represented small 
areas of extramedullary hemopoiesis. 


METHOD OF STUDY 
The adrenal cortical function was tested by the Kepler 
water test, the Cutler-Wilder test, the Thorn test, and the 
determination of 17-ketosteroids in the urine of 18 pa- 


From the Department of Internal Medicine and Pathology, University 
of Puerto Rico School of Medicine. 

1. Thorn, G. W., and Clinton, M., Jr.: Metabolic Changes in a 
Patient with Addison’s Disease Following the Onset of Diabetes Mellitus, 
J. Clin. Endocrinol. 3: 335, 1943. 

2. Hanes, F. M.: Diagnostic Criteria and Resistance to Therapy in the 
Sprue Syndrome, Am. J. M. Sc. 204: 436, 1942. 

3. Thaysen, T. E. H.: La stéatorrhée idiopathique, la sprue tropicale 
et non tropicale et l’infantilisme intestinal, Arch. d. mal. de l’app. 
digestif 24: 123, 1934. 

4. Best, C. H., and Taylor, N. B.: The Physiological Basis of Medical 
Practice, ed. 4, Baltimore, Williams & Wilkins Company, 1945. 
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tients with sprue. The Thorn test was performed in only teen patients had definite hypotension. None of them had 


13 patients. All the subjects were in a good state of nutri- dehydration or excessive diarrhea. Increased pigmenta- 
tion and were considered to be in a state of remission tion of the skin could be detected in nine patients. There 
when the tests were performed. They had recently been were two mulattoes and one Negro in the series. Even 
treated or were receiving treatment with folic acid, liver though asthenia had been present in 15 patients at the 
extract, or vitamin Bo. onset of the illness, this symptom was not outstanding 


TABLE 1.—Summary of Test Results in Patients with Sprue* 


Weight 


Length of Loss at Red 
Age Disease Blood Onsetof Blood Hemo- Renal 
and Prior to Pres- Gastrointestinal Asthenia Iliness, Cells globin, Fune- Liver 
Case Sex Admission sure Symptoms at Onset Pigmentation with Onset Lb. (Millions) % tion Function 
1 26 6 mo. 90/60 Nausea, vomiting, anorexia, Increased over Very weak 30 1.93 41.2 N H— ++ 
F 1-3 bowel movements a face T— 5u. 
day, glossitis P.P.—N 
2 60 Tyr. 150/100 Glossitis, anorexia, 1-3 bowel Face Marked 20 to 30 2.5 60 N H—0O 
F movements a day T— 1u. 
P.P.—N 
B.8.P.— 32.5 
3 64 1% yr. 90/60 Nausea, anorexia, 1-2 bowel Absent Marked 50 2.27 70 N H— + 
M movements a day 


4-5 bowel movements a day, ? Absent 10 2.23 72.5 N H—+ 


glossitis, abdominal dis- T— 3u. 
tention P.P.—N 

5 19 2 yr. 80/50 Glossitis, abdominal pain, Marked over face Marked, with 12 3.56 67 N H— +++ 
F 1-4 bowel movements a and extremities amenorrhea T— 4u. 


day 


/ Glossitis, abdominal cramps, Increased over Marked 60 2.35 60 N H—0 
F 2-3 bowel movements a whole body, espe- T— 2 u. 
day cially face and P.P.—N 


extremities 


Anorexia, abdominal disten- Face 

tion, glossitis, 4 bowel T— 3u. 
movements a day P.P.—N 

s 18 4% yr. 90/60 Nausea, vomiting, abdom- Face, with onset Marked 10 4.21 100 N H—+ 
M inal pain, 6-7 bowel move- T— 2u. 
ments a day P.P.—N 

9 4 9 yr. 110/70 Glossitis, abdominal disten- (Negro patient) Marked 20 4.77 100 N H—0 
M tion, nausea, vomiting, 7-8 T— 2u. 
bowel movements a day P.P.—N 
10 14 2 mo. 100,60 Abdominal pain, glossitis, Absent Some 4 3.65 80 N H— ++ 
M 2-3 bowel movements a T— 2u. 


day 


Glossitis, abdominal dis- (Mulatto patient) Some (?) 


tention 


(Mulatto patient) Present 


Glossitis, abdominal pain, 
M anorexia, vomiting, 8-10 


bowel movements a day 
13 28 4 yr. 130/70 Glossitis, diarrhea, abdom- Some Absent ? 3.32 97.5 N H—+— 
F inal distention, epigastric T— 3u. 
pain P.P.—N 
14 33 5 yr. 90/60 Glossitis Face and arms Marked, with 40 4.12 80 N H-—+-— 
FP amenorrhea T— 6u. 


i 15 48 12-13 yr. 94/64 Glossitis, 2-3 bowel MOvVe- —=——eeeececccesece Prominent 8 1.5 45 N H— ++ 
ments a day (soft) zy ll u. 


16 18 11 yr. 80/60 4-5 bowel movements a day, Present over Marked 
M glossitis face, nose, T—1u. 
and neck P.P.—N 


3 yr. 5-6 bowel movements a day, Some Present 
M flatulence, abdominal pain, T—1lu. 
glossitis P.P.— N 

50 ; 5/5 None Lower extremities Marked 


P.P—N 
BS.P.— 9.08 


+ H = Hanger test, T = thymol turbidity test, P.P. = plasma proteins, B.S.P. = sulfobromophthalein (bromsulphalein®) sodium excretion, 
N = normal. 


The youngest patient was 14 years of age, the oldest when the study was performed. A definite anemia was 
69. There were 8 women and 10 men. The duration of present in four patients. The renal function, as tested by 
their illness varied from two months to 31 years. Four- the urea clearance, phenolsulfonphthalein excretion, and 

18 hour concentration test of the urine, appeared to be 

5. Levy, M. S.; Power, M. H., and Kepler, E. J.: Specificity of the normal. Results of liver function studies done on these 
tana ee Ye patients (Hanger test, thymol turbidity, and plasma 

6. Cutler, H. H.; Power, M. H., and Wilder, R. M.: Concentrations protein determinations ) were within normal limits 
of Chloride, Sodium and Potassium in Urine and Blood: Their Diagnostic 
Significance in Adrenal Insufficiency, J. A. M. A. 111: 117 (July 9) 1938. (table 1). 
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During the performance of the Kepler water test ° the 
patients remained in bed and were observed carefully to 
insure ingestion of the calculated volume of water. At 
10:30 p. m., after the patients had voided, the urinary 
bladder was catheterized to determine if there was uri- 
nary retention, but in none of the patients was there 
found more than 30 cc. of urine. Other conditions, such 
as chronic nervous exhaustion, cachexia, hyperthyroid- 
ism, pituitary insufficiency, congestive heart failure, and 
hepatic or renal disease, known to give a positive Kepler 
test, were not present in this series. In performing the 
salt deprivation test of Cutler-Wilder, the procedure out- 
lined by Cutler, Power, and Wilder * in 1938 was used. 
The excretion of 17-ketosteroids in the urine of 18 pa- 
tients with sprue was assayed by the method of Pincus, 
as described by Cahen and Salter.’ The Thorn test,* 
using 25 mg. of corticotropin (ACTH) intramuscularly, 
was performed in 13 patients. The determination of the 
uric acid-creatinine ratio was not done. 
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mg. per 100 cc. of chloride ion during the four hour 
period of the salt deprivation test. They also found that 
in seven untreated patients with Addison’s disease this 
value ranged from 229 to 356 mg. per 100 cc. of 
chloride ion. The salt deprivation test was performed on 
18 patients with sprue. Four patients had a positive test 
(more than 225 mg. per 100 cc. of chloride ion in their 
urine). In three cases borderline values were obtained. 
The chloride ion excretion was above the normal range 
in five patients. In six cases (33% ) the values obtained 
were within normal limits. 

Urinary 17-Ketosteroids.—A test for urinary 17-ke- 
tosteroids was performed in 18 patients with sprue (table 
3). Ten were men between the ages of 14 and 64, and 
eight were women between the ages of 19 and 69. Five 
men and two women were above the age of 40. One pa- 
tient, 50 years old, had a diagnosis of sprue that was not 
definite, since he had a normal glucose tolerance curve 
and had lost very little weight with the onset of his illness. 


TaBLE 2.—Details of Kepler Water Test in Sprue Patients 


Volumetric Part, Ce. 
— | 


Chemical Part, Mg./100 Ce. 
A 


Night Plasma Blood Urine Urine 
Case Age Sample 9:30 10:30 11:30 12:30 Chloride Ion Urea Chloride Ion Urea FactorA 
1 26 546 70 90 60 40 312.0 76 1,176 1,689 9.25 
2 60 1,100 40 100 75 110 366.0 12.66 450.0 140.7 0.90 
3 64 450 vr) 100 80 80 201.8 6.76 368.4 98.5 1.73 
4 43 500 45 210 165 55 311.2 11.82 422.12 309.6 8.04 
5 19 475 270 120 200 50 298.9 11.26 452.6 180.1 5.91 
6 69 400 150 150 200 35 289.7 14.64 419.07 337.8 7.50 
7 2 1,000 30 67 330 45 305.0 19.7 366.0 42.2 0.59 
. 18 500 35 210 210 150 234.85 14.92 268.4 330.0 9.32 
9 24 600 180 345 210 180 280.6 13.5 244.0 30.9 1.49 
10 14 1,000 55 465 110 30 286.7 8.3 234.0 136.5 9.23 
ul 33 550 255 500 165 60 234.9 21.39 329.4 422.2 12.61 
12 52 700 #” 240 360 180 250.1 20.8 268.4 450.4 10.27 
13 28 900 200 200 210 120 286.7 12.39 408.7 185.7 2.41 
M4 33 480 180 420 360 45 262.3 12.95 219.6 788.2 63.00 
15 48 850 50 50 48 52 301.95 16.89 409.31 391.4 1.038 
16 18 400 30 300 45 20 286.7 14.64 259.86 253.3 8.64 
17 21 500 120 700 doa 
18 50 510 95 105 480 150 341.6 10.98 301.95 34.06 3.32 
RESULTS The urinary 17-ketosteroid excretion in this case was 


The Kepler Water Test.—In table 2 are summarized 
the details of the Kepler water test in 18 patients. Sixteen 
of them had an abnormal value for factor A, and one had 
a normal result. The volumetric part was positive in 17 
patients. There was a significant increase in urea nitrogen 
in three patients. Eleven patients had plasma chloride ion 
values that were above the normal level. The urine urea 
concentration was below normal in 17 patients. Com- 
paring the individual items in the water test in normal 
persons, patients with Addison’s disease (average values 
in 24 untreated patients ) ,° and patients with sprue (aver- 
age values from 18 cases), it is clear that the variation 
from the normal was due to abnormalities in both the 
volumetric (delayed diuresis) and the chemical part. The 
positivity of the chemical part was the result of a low 
plasma chloride ion and a low urine urea nitrogen. 

The Cutler-Wilder Test.—Cutler, Power, and Wilder ° 
found that normal persons excrete between 23 and 137 


43.68 mg. in 24 hours, which is above normal for that 
age and much higher than the values obtained in the 
other nine male patients. Six men showed values below 
the normal level, and the three remaining male patients 
had normal values. 

Of the eight women studied, only one had a subnormal 
excretion of 17-ketosteroids in the urine. Five of the 
eight had normal values, and two had an increased ex- 
cretion of 17-ketosteroids. The average value obtained 
for 10 men with sprue was less than the average excre- 
tion for men with Addison’s disease. The average value 
for the eight female patients was higher than normal in 
Addison’s disease. It is interesting that the average ex- 


7. Cahen, R. L., and Salter, W. T.: Urinary 17-Ketosteroids in 
Metabolism: Standardized Chemical Estimation, J. Biol. Chem. 152: 489, 
1944, 

8. Thorn, G. W.; Forsham, P. H.; Prunty, F. T. G., and Hills, A. G.: 
A Test for Adrenal Cortical Insufficiency: The Response to Pituitary 
Adrenocorticotropic Hormone, J. A. M. A. 137: 1005 (July 17) 1948. 
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cretion of 17-ketosteroids in male and female patients 
with sprue was about the same, while in the normal per- 
son the average excretion for men is definitely higher than 
for women. Male and female patients with Addison’s dis- 
ease excrete about the same amount of 17-ketosteroids in 
the urine. The 10 male and the 8 female patients with 
sprue excreted an average amount of 17-ketosteroids 
that was about twice as great as the average excretion by 
patients with Addison’s disease. 

The Thorn Test.—Thirteen patients with tropical 
sprue were studied by the use of the Thorn test. The 
determination of the uric acid-creatinine ratio was not 
performed. Six patients showed a positive response to the 
injections of corticotropin (table 4). The patients in 
cases 11, 14, and 15 showed borderline results, while 
in the patients in cases 6 and 11 there was an actual 
increase in the number of circulating eosinophils. It is to 
be noted that in 10 patients the initial eosinophil count 
was increased above normal levels. It has been shown by 
Hernandez Morales * that eosinophilia in itself does not 
interfere with the drop in eosinophil count after the in- 
travenous administration of epinephrine. The same con- 
clusion can be drawn regarding the use of corticotropin 
to induce a drop in the eosinophil count. It has been 
shown by Thorn and co-workers that a decrease in the 
eosinophil count of less than 50% represents adrenal 
hypofunction. 


SUMMARY AND CONCLUSIONS 
In sprue there are several clinical features suggestive 
of decreased adrenal cortical activity. 


TABLE 3.—Cutler-Wilder Test and Urinary 17-Ketosteroid 
Excretion in Sprue Patients 


Chloride Ion, 


Mg./100 Ce. Urinary 
8:00 A. M.- 17-Ketosteroid, 
Case Age, Yr. Sex 12:00 M. Mg./24 Hr. 

26 F 636.0 7.0 
60 F 353.8 8.0 
64 M 341.6 18.0 

Giitrbescerviinee 43 M 187.0 6.12 
19 F 262.3 9.2 

69 F 54.9 8.25 

22 F 158.6 13.68 
18 M 216.6 20.0 
Diaresniasesoies 24 M 103.7 27.5 
14 M 176.9 7.8 
33 F 61.0 3.9 

Wipssbeattcnsrnes 52 M 219.6 3.65 

Wiatsddontenaness 28 F 146.7 22.94 
33 F 58.0 26.4 
48 M 213.5 4.4 

18 M 85.4 1.76 

21 M 109.8 4.32 

50 M 181.95 43.68 


* The diagnosis of sprue in this case was doubtful. 


The Kepler water test was found to be positive in 17 
out of 18 patients studied, while the Cutler-Wilder test 
performed in 18 patients was positive in only 4 and bor- 
derline in 3. In six patients the results were normal. 
Seven patients out of 18 showed a subnormal 24 hour 
excretion of 17-ketosteroids. In three of these (cases 4, 
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12, and 15) the adrenal cortical function was found to 
be subnormal by use of the Kepler test, the Cutler- 
Wilder test, or the Thorn test. The Thorn test was found 
to be positive in 6 patients out of 13 who were studied. 
Seven patients out of 18 who were studied had evidence 
of adrenal hypofunction when measured by at least three 


TABLE 4.—The Thorn Test in Sprue Patients 


Initial Count After 
4 Hr. 


Case, Count Change, % 
177 177 0 
666 488 —27 
1,465 1,998 + 36 

199 155 — 3 
sen 2,175 954 — 57 
488 177 — 64 
1,376 976 — 30 
777 — 86 


subnormal or positive results out of the four tests per- 
formed. In only one patient (case 12) was adrenal corti- 
cal function found to be subnormal by each of the four 
tests. 

The adrenal glands of 13 patients who died of sprue re- 
vealed definite microscopic abnormalities, consisting of 
depletion of cortical lipids, cellular atrophy of the zona 
glomerulosa and the zona fasciculata, edema of the in- 
terstitial tissue of the atrophied parts, and occasional 
focal infiltration of the cortex and medulla with cells re- 
sembling lymphocytes. 

In approximately 40% of patients with tropical sprue 
in remission, there is laboratory and clinical evidence of 
decreased adrenal cortical activity. The significance and 
role of the adrenal cortex in the pathogenesis of tropical 
sprue deserves further investigation. 

9. Hernandez Morales, F.; Casas, C. B., and Garcia Sanz, M.: Thorn 


Test in Patients with Eosinophilia Related to Parasitic Infection: Pre- 
liminary Report, J. A. M. A. 144: 379 (Sept. 30) 1950. 


The Clinical Trial—The most frequent and the most foolish 
criticism of the statistical approach in medicine is that human 
beings are too variable to allow of the contrasts inherent in 
a controlled trial of a remedy. In other words, each patient is 
“unique” and so there can be nothing for the statistician to 
count. But if this is true it has always seemed to me that the 
bottom falls out of the clinical approach as well as the statisti- 
cal. If each patient is unique, how can a basis for treatment be 
found in the past observations of other patients? In fact, of 
course, physicians do not act like that. They base their “method 
of choice” upon what they have seen happen before—whether 
it be in only two or three cases or in a score. But even if human 
beings are not each unique in their responses to a given treat- 
ment they are certainly likely to be variable, sometimes ex- 
tremely variable. Two or three uncontrolled observations may, 
therefore, give merely through the customary play of chance, 
a favorable picture in the hands of one doctor, an unfavorable 
picture in the hands of a second. And so the medical journals, 
euphemistically called the “literature,” are cluttered up with con- 
flicting claims—each in itself perfectly true of what the doctor 
saw, and each insufficient to bear the weight of the generaliza- 
tion placed upon it.—A. Bradford Hill, The Clinical Trial, New 
England Journal of Medicine, July 24, 1952. 
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MEDICAL PROGRAM FOR THE BOXING INDUSTRY 


Frank R. Ferlaino, M.D., New York 


Prize fighting is one of the oldest and most hazardous 
of the trades,’ and the risks involved have changed little 
in thousands of years. American medicine has paid slight 
attention to boxing. In almost all other dangerous occu- 
pations, medicine has instituted health conservation and 
accident prevention measures. Some industries at first 
were not eager to accept medical safety programs, and 


some had to be compelled to do so by legislation. Boxing - 


as an industry has not appreciated the advantages of a 
sound medical program, and medical reforms in this 
industry are long overdue. Three channels exist through 
which reform can come: federal legislation, state legis- 
lation, or self-regulation by the National Boxing Associ- 
ation. Following is a brief exposition of the attempt in 
New York to bring about medical reform. 

The New York State Legislature in April, 1948, 
created a Medical Advisory Board * to the state athletic 
commission to consist of nine members appointed by the 
governor. The law specified that the advisory board 
should prepare and submit to the commission for ap- 
proval regulations and standards for the physical ex- 
amination of professional boxers and wrestlers. The 
board was also empowered to serve in an advisory ca- 
pacity to the commission and from time to time submit 
for approval such additional regulations and standards of 
examination as would safeguard the physical welfare of 
boxers and wrestlers licensed by the commission. The 
board was directed to recommend to the commission 
physicians qualified to conduct physical examinations of 
boxers and wrestlers and to recommend a schedule of 
fees to be paid to physicians for such examinations. The 
usual fee for the services of the ringside physician has 
been $25.00. The law further provides that it shall be the 
duty of every corporation (promoter, manager, or arena 
owner conducting the bouts) to have in attendance, at its 
own expense, at every boxing or sparring match or exhi- 
bition, a physician designated by the commission. This is 
the weakest part in the state boxing laws, for it places the 
physician on the payroll of the promoters and arena own- 
ers. Many physicians have recommended that this part of 
the law be changed, so that physicians will be paid for 
their services by the various state athletic boxing commis- 
sions, which would remove the physicians from the influ- 
ence of promoters and managers. The physicians’ loyalty 
and responsibility then would be to the state boxing com- 
missions and the boxers, not to the boxing promoters. 
Most state laws indicate that all boxers must be examined 
by a physician before entering the ring and that the cost 
of such examinations shall be paid by the corporation 
conducting the contest or exhibition. Only one or two 
state boxing commissions pay the physician directly. 

As required by the new law of New York State, Gover- 
nor Dewey appointed the following physician members 
of the new Medical Advisory Board: Frank R. Ferlaino, 
chairman, assistant clinical professor of industrial medi- 
cine, Post Graduate Medical School of the New York 
University Bellevue Medical Center; Eldridge Campbell, 
professor of surgery, Albany Medical College; George 
Winthrop Fish, professor of clinical urology, Columbia 


University College of Physicians and Surgeons; M. Ralph 
Kaufman, chief psychiatrist, Mt. Sinai Hospital in New 
York City; Henry N. Kenwell, assistant professor of 
surgery, University of Buffalo Medical College; Robert 
L. Levy, professor of clinical medicine, College of Phy- 
sicians and Surgeons, Columbia University; Richard H. 
Lyons, professor and head of the department of medi- 
cine, School of Medicine, Syracuse University; John M. 
McLean, professor of ophthalmology, Cornell Univer- 
sity Medical College in New York City; and Charles 
Muzzicato, assistant roentgenologist, Goldwater Memo- 
rial Hospital in New York City. All of the members of 
the board were athletes in their college days, and several 
participated in collegiate boxing. 

The Medical Advisory Board held numerous confer- 
ences, consulted with authorities, and interviewed boxers 
and sports editors, to gain firsthand knowledge of the 
problems. The world medical literature dealing with the 
medical aspects of boxing * was surveyed. It was apparent 
that foreign countries are more advanced in the medical 
supervision of their athletes. Great Britain, Germany, 
France, Italy, and Cuba have official medical bodies that 
conduct the necessary examinations of boxers, carry out 
research, and make recommendations. The United States 
has lagged behind as regards medical publications con- 
cerning accidents, injuries, fatalities, and research in 
the field of boxing and other sports. One reason for this 
is that physicians have little desire to publish their obser- 
vations because of their relationship with their employers, 
who are the promoters and arena owners. 

After extensive inquiry the medical board produced 
New York’s medical rules and regulations,‘ designed to 
improve the type of medical examinations before, during, 
and after bouts, to maintain sound health, and to help 
prevent accidents and injuries in the ring. They provide 
for new medical record forms that make possible close 
health checks on boxers and wrestlers with particular 
reference to accident experience. There has been much 
opposition to this more thorough and modernized medi- 
cal examination procedure. Fortunately, the board has 
had the backing of the governor, his executive secretary, 
and the legislature. When fully adopted these new medi- 
cal procedures will provide boxers in New York State 
with better and more thorough medical supervision. 
To a moderate degree Pennsylvania, Illinois, Michigan, 
and California have taken similar action, but such a small 
group of states cannot bring about the necessary medical 
reforms. More rapid progress might be made if the Na- 
tional Boxing Association appointed a National Medical 
Advisory Board to study the medical problems of boxing. 
The recommendations of a national board would have 


1. Towards Safety in Boxing, annotation, Lancet 1: 1006 (May 27) 
1950. Safeguards in Boxing, editorial, J. A. M. A. 142: 1298 (April 22) 
1950. The Nation’s Most Dangerous Trade—Professional Boxing, editorial, 
Indust. Med. & Surg. 20: 571 (Dec.) 1951. 

2. New York State: McKinney’s Unconsolidated Laws, book 65, part 2, 
title 25, sec. 9111-a, pp. 419-420. 

3. Jokl, E.: The Medical Aspect of Boxing, Pretoria Union of South 
Africa, J. L. Van Schaik, 1941. 

4. New Medical Regulations for Boxing and Wrestling, Medical News, 
J. A. M. A. 142: 1304 (April 22) 1950. 
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farreaching effects wherever boxing matches are con- 
ducted. While the National Boxing Association can only 
make recommendations, they would be of great educa- 
tional value and a stimulus to physicians who examine 
athletes, leading them to conduct not only more thorough 
examinations but to provide more complete medical 
supervision. Perhaps in this way the tendency to maintain 
silence on medical matters pertaining to boxing can be 
overcome. Since World War II there has been much ex- 
change of athletes between the nations. A large number of 
American boxers have visited Europe and vice versa to 
engage in professional matches. The need for not only a 
national but an international medical code and an active 
advisory board in professional boxing is obvious. 

Opposition to medical reforms in boxing is to be ex- 
pected. Suggestions of a medical nature to protect boxers 
and wrestlers are sidetracked by the present authorities 
who control boxing and by some of the state boxing com- 
missions. Experience has shown that after each death 
in the ring promises are made to institute measures to 
prevent a recurrence, but usually these promises are soon 
forgotten and the examining physicians are compelled to 
revert to the old-fashioned cursory type of medical super- 
vision and examinations. Last year in New York State, 
a grand jury pronouncement was required to bring about 
several medical reforms, all of which had been previously 
included in the medical rules and regulations of the New 
York Medical Advisory Board. It seems unfortunate that 
a grand jury had to deliberate for days in order to advise 
a state boxing commission that its medical responsibili- 
ties included those outlined by its own Medical Advisory 
Board, whose suggestions it had ignored. Even then the 
adoption of the New York medical rules and regulations 
did not come until after the death of La Verne Roach in 
March, 1950. Up to this time no thoroughly equipped 
medical office existed in New York City, the world center 
of boxing. 

The board arranged for setting up a modern office 
containing the necessary electrocardiographic, roent- 
genographic, fluoroscopic, and electroencephalographic 
equipment. A modern unit file system, licensing exam- 
ination form, pre-bout examination form, accident report 
form, and a unit file medical record for every contestant 
engaging in professional boxing and wrestling in the state 
was provided. Stress was placed on more accurate diag- 
nosis and the use of electroencephalograms and other 
procedures, as well as a neurological examination, to be 
carried out whenever indicated and at the recommenda- 
tion of the examining physician. Comparative study of 
each boxer’s medical record from bout to bout and year 
to year would then show any deviation from the nor- 
mal, and rapidly appearing abnormal physical findings 
could be easily detected. 

The Medical Advisory Board planned to make addi- 
tional recommendations from time to time, and pro- 
grams were considered to conduct the following research: 
1. Measures to improve boxers’ gloves would lower the 
incidence of brain injuries and cerebral hemorrhage. 
2. A modification of the mat under the canvas, a factor 
that had contributed to the incidence of skull fractures 
and cerebral trauma, has already been devised. New York 
State adopted a new mat made of material recommended 
by the Cornell Aeronautical Laboratories. 3. Suggestions 
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were made that the taping of the hands be improved in 
order to avoid the frequent fractures of the metacarpals 
and sprains of wrists and metacarpophalangeal joints. It 
was felt, also, that improvement in the padding in the 
glove would help to reduce the incidence of these hand 
injuries. 4. The importance of improving the mouth 
guard, which now is made of a rigid material, was recog- 
nized. Consideration should be given to developing a 
mouthpiece that permits mouth breathing, but, most im- 
portant, it should be made of resilient material in order to 
permit diffusion of the power of a blow to the chin. The 
chin knockout blow is the most lethal, and its force, un- 
less dissipated by the mouth guard, is transmitted to the 
vital brain structures at the base of the skull. 5. A sub- 
stitute for the resin placed on the canvas to prevent 
slipping was considered. When a boxer slips or is knocked 
down and his gloves touch the canvas, the referee is 
compelled to brush off the excess resin that adheres to 
the moist external surface of the gloves to avoid possible 
irritation of an opponent’s eyes. Calcium carbonate is 
being used in Washington, D. C., and in several National 
Boxing Association supervised states. 6. A uniform and 
well-equipped emergency first-aid kit to contain both 
medical and surgical needs at ringside and in the dress- 
ing rooms should be considered. 7. The bottles from 
which contestants are given drinking water should be 
individualized and provided by the state boxing author- 
ities. Regulations concerning the addition of stimulants 
to such drinking water bottles should be established and 
control measures instituted. 8. The recurring lacerations 
of the supraorbital and infraorbital regions are commonly 
due to butting or the laces on the gloves. The laces and 
eyelets should be covered or a substitute provided for 
them. Methods should be developed to prevent lacera- 
tions. The control of bleeding from such lacerations 
requires medical instruction of all seconds, so that 
modern sterile surgical technique is employed and safe 
coagulants are used. Study is needed to establish the 
necessary medical recommendations that will prevent 
trauma to the eyes. It was felt that, for the present, the 
use of the Snellen eye chart would show up any changes 
in visual acuity. Periodic inspection of the pupil, fundus, 
and eyeball was recommended. The immobilization of 
the thumb to the body of the glove to prevent thumbing 
should be evaluated. It is necessary that a physician be 
present in each contestant’s corner of the ring to care 
for the many injuries that can occur. It is difficult for one 
ringside physician to act promptly in case of an emer- 
gency and, at the same time, to attend to the needs of the 
boxers in the dressing rooms. 9. The Medical Advisory 
Board also reviewed the advantages of an annual or 
periodic examination of referees and judges, since several 
of the former have collapsed or died in the rirng. The 
visual acuity of the judges at the ringside should be 
checked annually to make certain that they can ascertain 
exactly whether rapidly thrown punches actually reach 
or miss their target. 10. To set up medical criteria for 
the sudden stopping of a bout entails careful determina- 
tion of the exact time during a contest when a contestant 
becomes defenseless or when an opponent has absorbed 
the maximum amount of traumatic punishment follow- 
ing which further blows would endanger the person’s 
safety or life. 11. The board prepared a plan to study 


: 

ty 
as 

Shed 

par 

a. 

us 

j 
t 


e 
e 
n 
h 


“Vol. 150, No. 7 


the effects of head trauma and the development of the 
“punch drunk” state. Originally it was hoped that a 
study program could be launched as early as 1949 in 
Madison Square Garden and other arenas, but the plan 
had to be tabled, as it was resisted by all concerned. The 
study of Martland ® on the punch drunk syndrome as 
being due to petechial cerebral hemorrhage is one of the 
best contributions of its kind in medical sporting litera- 
ture. Alertness on the part of examining physicians of 
these boxers can achieve great success in preventing the 
punch drunk syndrome, utilizing neurological and elec- 
troencephalographic methods, and warning athletes to 
stop boxing at the earliest detection of this syndrome. 
These are only a few of the medical aspects of boxing 
that need to be investigated, regulated, and supervised in 
order to arrive at effective control measures. A National 
Medical Advisory Board appears necessary to conduct 
the required research and to make the necessary recom- 
mendations. 

Boxing authorities have justified their lack of interest 
in medical and safety programs by claiming that such 
programs soften and hurt boxing and that deaths occur 
in all sports.° Physicians have no desire to change the 
character of the sport. They have in mind only the pro- 
tection of the boxer from serious injury. The mortality 
rate among boxers can and should be reduced. Research 
will neither harm boxers nor boxing. The sooner reliable 
scientific information is gathered on the various medical 
problems in professional boxing, the better for all con- 
cerned. Football authorities do not fear a research pro- 
gram. Recommendations to improve the protective 
equipment in football are welcomed. The football 
coaches of America have established a Fatality and Acci- 
dent Study Committee, which makes a genuine effort to 
analyze the causes of every death in football. In boxing 
there is no uniform effort made officially and nationally 
to conduct precise analytical studies with the purpose of 
instituting remedies. This requires consideration by all 
state boxing commissions and by an organization such as 
the National Boxing Association, which should establish 
a National Fatality and Accident Study Committee. It is 
not sufficient to have studies made only after a fatality 
has occurred. It should be a continuous year-round re- 
search program. 

It may come about that state legislatures will consider 
making the compensation laws‘applicable to the occupa- 
tion of professional boxing. The managers, owners, and 
promoters then would find it advantageous financially to 
institute all possible medical and safety measures. Hu- 
mane considerations and good sportsmanship alone are 
sufficient reasons to adopt these same protective meas- 
ures before state or national legislation requires that they 
be adopted. 

All deaths in the ring are listed by the boxing authori- 
ties, commissions, and sports writers as accidental. They 
fail to analyze the mechanics of fatal injuries that most 
commonly are due to cerebral hemorrhage. The generally 
accepted causes are: 1. The gloves lack adequate pad- 
ding. 2. The mat under the canvas does not give sufficient 
protection when the boxer’s head strikes the floor. 3. The 
mouthpiece is not sufficiently resilient. Still another cause 
is the action of commissions in relicensing fighters who 
have been inactive or retired, often for many years. These 
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men usually are not in good physical condition, and they 
are particularly vulnerable to injuries. With adequate 
research, all three types of protective equipment men- 
tioned can be improved so as to greatly reduce the inci- 
dence of cerebral hemorrhage and death in the ring. 
Some authorities hesitate to institute the recommended 
measures, for fear there might be fewer knockouts and 
boxing would thereby lose popularity. Such fallacious 
thinking is not shared by all leaders of the industry. Nat 
Fleischer,’ publisher and editor of Ring Magazine, 
stated that if all medical measures adopted saved one 
life, not in 1 year but in 10, the medical effort would be 
well warranted. The fact is that if the fatality rate in 
boxing is not greatly reduced, public opinion may cause 
boxing to be legislated out of existence. 


SUMMARY 

New York State pioneered in safeguarding the health 
of boxers and in preventing accidents in the ring by en- 
acting a law that created a Medical Advisory Board 
composed of nine physicians. They serve in an advisory 
capacity and from time to time propose medical safe- 
guards and conduct necessary research to improve the 
protective equipment in order to reduce the number of 
accidents and fatalities in the ring. 

Various state laws now require that the physician in 
attendance at the ringside be paid by the promoters or 
arena owners. This places the physician on the payroll 
of the promoters. Laws should be enacted by the various 
states to provide that the physician be paid by the state 
boxing commission. The physicians’ responsibilities and 
loyalties then will be to the boxers and to the state. 

New York’s Medical Advisory Board proposed a set 
of medical rules and regulations that represents “a scien- 
tifically planned and exhaustive detailed blueprint” for 
safeguarding the physical welfare of professional boxers 
and wrestlers, to reduce the accidents and fatalities in the 
ring to a minimum. They require the routine use of 
modern laboratory procedures and equipment, including 
the use of the electroencephalogram and other scientific 
procedures to detect early neurological pathological 
lesions. 

Some progress has been made, but much of a medical 
nature remains to be accomplished. New York State 
leads all others in the medical attention furnished boxers. 
It is proposed that a National Medical Advisory Board 
be appointed to carry out such study and research 
projects as would improve the gloves, mouthpiece, taping 
of hands, and mat under the canvas. One or two states 
alone cannot possibly bring about the necessary medical 
improvements and reforms. 

The creation of a Fatality and Accident Study Com- 
mittee in boxing, as has been achieved in football, would 
be a significant and worthwhile medical contribution 
toward making this industry less hazardous. 


CONCLUSION 
Television has lifted the veil of secrecy from the fre- 
quently occurring injuries in boxing. With the advent of 
color television this will become more evident. Unless 
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many medical improvements are immediately forthcom- 
ing, the viewing public will be impressed, with brutal 
clarity, that many medical reforms are needed. It appears 
advisable for the various state boxing commissions to 
seriously consider the necessity of assigning a physician 
to each contestant, in his corner, so that the traumatic 
effects can be readily recognized at the earliest possible 
moment. Two physicians at the ringside can share the 
tremendous medical responsibility, for they will not have 
to make important decisions at a split second’s notice 
from a distance; thus many lives may be saved. The 
time for the modernization of the medical supervision of 
boxers has arrived, and the persons who control boxing 
can not delay this important step any longer without 
incurring the hostility of the entire sporting world. 
Only by more thorough medical supervision before, 
during, and after bouts can accidents be prevented and 
the fatality rate reduced to a minimum. The full co- 
operation of all connected with boxing and wrestling is 
needed to remove the stigma of legalized murder from 
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boxing. Studies should be undertaken at once aimed at 
setting up better medical and examination standards and 
to bring about the following necessary changes: (1) im- 
prove the padding inside boxing gloves and make the 
leatherette and inner lining waterproof and moisture- 
proof, (2) adopt better safety mats under the canvas 
to reduce trauma, (3) improve hand taping procedure 
and materials to reduce fractures and sprains, (4) devise 
more resilient individualized mouth guards, (5) develop 
a Satisfactory resin substitute, (6) provide better first-aid 
procedures at ringside, (7) provide better supervision of 
drinking water containers, (8) adopt measures to pre- 
vent periorbital lacerations and blindness, (9) establish 
uniform periodic health examinations for officials, (10) 
set up criteria for requiring immediate stoppage of a box- 
ing bout for medical reasons, and (11) institute neuro- 
logical and electroencephalographic diagnostic proce- 
dures to detect the earliest onset of the “punch drunk” 
syndrome in boxers. 
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HEALTH EDUCATION THROUGH COMPULSORY STATE DISABILITY 


COMPENSATION 


PROGRAMS 


John E. Farrell, D.Sc., Providence, R. I. 


In 1947, the Social Security Administration sent to 
the states recommendations for improving state unem- 
ployment insurance provisions during the state legisla- 


tive sessions. The suggestion was advanced that the 


states might well expand their social insurance protec- 
tion by providing for a system of cash benefits to workers 
when they are sick or temporarily disabled. Accompany- 
ing these recommendations was the statement, “It makes 
little difference to workers, in terms of wage loss, whether 
they are unemployed because of lack of work or because 
of illness. As a matter of fact, the latter contingency 
places a double burden on workers because it results not 
only in cessation of earnings but in medical costs. . . .”' 
In March of the same year, Arthur Altmeyer, Commis- 
sioner for Social Security, in a paper on the subject of 
temporary disability insurance coordinated with state 
unemployment insurance programs, paraphrased this 
same thought when he stated that, “It is obviously 
illogical to provide social insurance benefits to meet part 
of the worker’s loss of earnings when he is able to work 
but cannot get a job, but to make no provision against his 
precisely similar loss when he is too sick to work. The 
sick worker not only loses wages but also usually has to 
pay the doctor, buy medicine, perhaps meet hospital 
bills and other medical costs. . . .”* 

Statements such as these are, to my way of thinking, 
misleading in that they play on an emotional rather than 


Executive Secretary, the Providence Medical Association and the 
Rhode Island Medical Society. 

Presented at the 18th New England Health Institute at the University 
of Connecticut, Storrs, Conn., June 18, 1952. 

1. Unemployment Insurance Goals—1947: Recommendations for Im- 
proving State Legislation, Social Security Bulletin, vol. 10, no. 1, Social 
Security Administration, January, 1947, p. 9. 

2. Altmeyer, A. J.: Temporary Disability Insurance Coordinated With 
State Unemployment Insurance Programs, Social Security Bulletin, vol. 10, 
no. 3, January, 1947, p. 3. 


a factual approach to the question of temporary dis- 
ability assistance. I deny that it makes little difference to 
workers, in terms of wage loss, whether they are un- 
employed because of lack of work or because of illness. 
There is a tremendous difference. Loss of work because 
of the lack of employment is totally an economic prob- 
lem with a frightening outlook. Loss of work temporarily 
because of illness is a physical problem with some eco- 
nomic loss, but with a brighter side in that employment 
is available with the worker’s convalescence from his 
disability. The economic loss in the two situations is not 
comparable. The sick worker contemplates a resumption 
of earnings by which to meet any costs of his unexpected 
nonoccupational illness, whereas the physically well 
worker deprived of employment may contemplate loss 
of income for an indefinite period. 

The Social Security Administration has urged the 
adoption of temporary disability programs, but it ap- 
parently sees in them merely a speedier attainment of its 
own objective to impose on all the states from the federal 
level a comprehensive plan for making payments for all 
disabilities and for medical services in a health insurance 
program. Instead of exploring the potentialities of 
temporary disability programs and aiding in the full at- 
tainment of the objectives possible under this type of 
coverage, the Administration too often only poirts out 
the limitations. 

We are immediately faced with the problem of inter- 
pretation of terms, of what constitutes temporary dis- 
ability, prolonged illness, chronic illness, and permanent 
and total disability. The last is probably the easiest, in 
some respects, to place in a category that is explainable. 
Chronic illness, within certain reasonable bounds, can 
be predicted and need not necessarily be disabling to the 
extent that it prohibits employment of the one disabled. 
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An outstanding panel discussion, held last fall under the 
auspices of the Research Council for Economic Security," 
on the economic aspects of prolonged illness began with 


sidered. In the four states in which temporary compul- 
sory disability compensation programs have been estab- 
lished, the general definition of temporary disability has 


Comparative Analysis of State Disability Benefits Laws* 


Type of law 


Approach used 


NEW YORK 
Competitive between state 


fund and private plans— 
employer must choose 


Employer required to provide 
benefits — like Workmen’s 
Compensation but employees 
share cost 


NEW JERSEY 


Competitive between state 
fund and private plans—for- 
mer automatic if latter not 
elected by employer and ma- 
jority of employees 


Tax supported state fund pro- 
vides benefits—like Unem- 
ployment Compensation but 
private plans may be sub- 
stituted 


CALIFORNIA 


Competitive between state 
fund and private plans—for- 
mer automatic if latter not 
elected by employer or with 
his consent, and by employee 

Tax supported state fund pro- 
vides benefits—like Unem- 
ployment Compensation but 
voluntary (private) plans 
may be substituted 


RHODE ISLAND 


Monopolistic state fund—no 
private plans allowed in 
substitution 


Tax supported state fund pro- 
vides benefits—like Unem- 
ployment Compensation 


Types of private Insured and self-insured plans Insured and self-insured plans Insured and self-insured plans None 
plans equalling or exceeding statu- equalling or exceeding state exceeding state fund stand- 
tory requirements, and con- fund standards, and econ- ards 
tinuation of certain other tinuation of certain other 
existing plans existing plans 
Limitationsonright None None if private plan does not Must not result in substantial —---— 
q to establish pri- exclude any elass of em- “adverse selection” against 
vate plans ployees, otherwise like (Cali- state fund 
fornia 
Benefit payments July 1, 1950 January 1, 1949 December 1, 1946 April 1, 1943 


began 

Federal unemploy- 
ment trust fund 
monies used 
Employee contribu- 
tions 


None available for disability 
benefits 


%% of first 360 of weekly 
wages 


350 million 


Reduced from %% to %% of 
first $3,000 of annual wages 
effective 1/1/53 


#104 million authorized, none 
yet drawn down 


1% of first $3,000 of annual 
wages 


$28 million 


1% of first $3,000 of annual 
wages 


Employer econtribu- Balance of cost %% of first $3,000 of annual None None 
tions required wages if in state plan; bal- 
ance of cost, if any, if in 
private plan 
Experience rating The net effect of competitive Yes, employer's share only No No 


of contributions 
to state fund 


Employers covered 


premium rates will be sub- 
stantially the same as the 
results of experience rating 

Employers of 4 or more on 
each of 30 days in one cal- 
endar year 


Employers of 4 or more in 20 
weeks—same as Unemploy- 
ment Compensation 


Employers of 1 or more and 
#100 payroll in any quarter 
—same as Unemployment 
Compensation 


Employers of 4 or more in 20 
weeks—same as Unemploy- 
ment Compensation 


0 Employees excluded Farm laborers, day students, Farm laborers, domestic serv- Farm laborers, domestic serv- Farm laborers, domestic serv- 
i casual employees, employees ants, students, employees of ants, employees of certain ants, and employees of cer- 
of certain nonprofit orzan- certain nonprofit organiza- nonprofit organizations, tain nonprofit organiza- 
5 izations, railroad and gov- tions, railroad and govern- railroad and government tions, railroad and govern- 
F ernment employees, and cer- ment employees, and certain employees, real estate sales- ment employees, and certain 
e tain others others men, and certain others others 
Religious exemp- Christian Scientists, ete., may Christian Scientists, ete., may Christian Scientists, ete., may Christian Scientists, ete., may 
a tions apply for exemption apply for exemption apply for exemption apply for exemption 
ly Computation of le of average weekly wage, Originally similar to Unem- Same as Unemployment Com- Same as Unemployment Com- 
benefits subject to maximum ployment Compensation— pensation—depends on wages pensation—depends on wages 
)- depended on wages in base in base year in base year 
year. Effective 1/1/53, % of 
nt average weekly wage sub- 
ject to maximum 
Statutory eligibility Generally four consecutive Originally earnings in base Earnings in base year of $300 Earnings in base year of $300 
ot requirements weeks of covered employ- year of 25 times weekly in covered employment, but in covered employment 
ment, not necessarily with benefit rate in covered em- at least 30 times weekly 
yn current employer ployment. Effective 1/1/53, benefit rate if 75% earned in 
d 17 weeks of work in covered single calendar quarter 
employment during base 
|] year 
‘ Minimum weekly #10, or average weekly wage, $10 $10 $10 
SS benefits whichever is less 
Maximum weekly $30 $30 $30, plus $8 per day for first $25 
benefits in state 12 days of hospital confine- 
he plan ment 
Maximum duration 13 weeks 26 weeks 26 weeks 26 weeks 
p- Waiting period 7 days for each disability 7 days for each disability 7 days for each disability 7 days for each benefit year 
its Maternity benefits No No No Yes, limited to 12 weeks 
-al Duplication of bene- No No No Yes, up to a combined benefit 
fits with Work- of 8% of average weekly 
all en's Compensa- wage 
tion 
ce Effect of continued None if voluntarily provided Reduces benefits if total of None on hospital benefits. None—benefits and sick pay 
f pay from em- by employer, otherwise gen- benefits and sick pay would Weekly benefits plus con- may be received simultane- 
0 ployer during erally disqualifies for bene- otherwise exceed regular tinued pay cannot exceed ously 
at- disability fits wages 70% of weekly wage 
Financing of bene- Assessments on insurance State plan, which may assess State plan, which may assess State plan 
of fits for disabled companies, self-insurers, state private plans for pro rata private plans for pro rata 
upemployed insurance fund and existing share of excess of cost over share of excess of cost over 
yut plans, without limit. Revolv- interest on $50 million of interest on 1:32 million of 
ing fund set up by tax of initial fund. Assessment initial fund. Assessment 
1/10% of wages both on em- limited to .02% of taxable limited to .08% of taxable 
er- ployers and employees from wages wages 
‘ 1/1/50 to 6/30/50 
is- 
ant ‘Adapted from the table of the Life Insurance Association of America (revised, June, 1952). 
yle the premise that “prolonged illness” is that within the been based on the inability of a person to perform his 
-an area between chronic illness and total disability and the most recent, customary work or reasonably similar work 
the ‘veryday recurring kind of illness, and in terms of time by reason of any mental or physical illness or injury. 


ed. ‘lement, illnesses of more than four weeks were con- Since the plans make payments for more than 20 weeks, 


a 
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the time element previously mentioned by the Research 
Council panel would make these plans interpret tem- 
porary disability as “prolonged illness” also; thus, there 
is an overlapping of terms that confuses many in the 
discussion of disability problems. 


EXISTING STATE PROGRAMS 

Since the reader may not be familiar with the present 
state compulsory temporary disability plans, it would 
appear advisable that I briefly summarize their history 
before exploring the subject at issue. The first study 
made by a state with which I am familiar is that made 
by New Hampshire.‘ At its 1939 session, the legislature 
authorized the governor to appoint a commission to 
study the problem of disability benefits, restricting the 
study to the wage loss incurred from sickness or non- 
industrial accident. That commission made its initial re- 
port in 1941, and many of the principles it stated in its 
conclusions were embodied in the Rhode Island Cash 
Sickness Compensation Law enacted in May, 1942. In 
the following year, the New Hampshire commission 
made a supplemental report recommending that favor- 
able consideration be given by the legislature to the 
enactment of a draft bill as set forth by the commission 
or similar legislation. This recommendation was never 
adopted. No preliminary study was made in Rhode 
Island to justify the establishment of its monopolistic 
state fund, nor were public hearings or debates held on 
the subject. The measure was drafted and presented 
simultaneously in the house and the senate on March 18, 
1942, and 20 legislative days later it was passed with 
minor amendments, on a voice vote. 

Geographically, metropolitan Rhode Island is con- 
sidered an ideal experimental laboratory for many pro- 
grams, but this reason alone was not sufficient to justify 
the rapid enactment of a statewide compulsory tax pro- 
gram for disability compensation. The true answer lies 
in the apathy of the people because of the extenuating 
circumstances attendant on enactment of the plan. 

Rhode Island was one of the few states requiring both 
employer and employee contributions to the unemploy- 
ment compensation fund, and its levy was the highest, 
being 112% on the employee and the same on the em- 
ployer. As the program was without benefit of merit 
rating, the maximum contributions had been paid annu- 
ally for years, with the result that the reserve fund in 
1942 was about 28 million dollars. With employment 
then on the rise it was apparent that this reserve fund 
would soon be far in excess of any anticipated needs, and 
there was talk of discontinuing the employee tax; how- 
ever, the alternative was proposed that part of this tax be 
diverted to cash sickness compensation for nonoccupa- 
tional disabilities. No new tax was involved; hence the 
public was unconcerned. It presumably was a case of 
getting “something for nothing.” Industry was equally 
unconcerned, because the tax involved was entirely on 
the employee. For reasons I shall never be able to under- 


3. Economic Aspects of Prolonged Illness, Research Council for 
Economic Security, Publication No. 83, 1951. 

4. The New Hampshire Commission on Disability Benefits: Report to 
the Governor, 1941; Supplemental Report to the Governor, 1943. 

5. Disability Unemployment Insurance Commission: Report to the 99th 
General Assembly of Ohio, 1951, p. 32. 
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stand, the insurance industry apparently took little 
interest in the proposal. . 

Through amendments in 1946 to the Social Security 
and Federal Unemployment Tax Acts, employee con. 
tributions previously made by some states to the Up. 
employment Insurance Fund were made available fo; 
disability insurance. This stimulus undoubtedly encour. 
aged California, with a potential reserve of more than 
104 million dollars in the fund, to enact its system of 
temporary disability compensation. But California 
avoided the mistakes of the monopolistic program of 
Rhode Island and made its plan competitive in that 
employers subject to the law or their employees may 
contract out of the state plan by substituting an approved 
“voluntary plan,” either one of the self-insurance type or 
a group policy written by an insurance company. The 
program has been successful, so much so that a tremen- 
dous surplus has accumulated during the past two years, 
resulting in a liberalizing of benefits and thus creating a 
problem foz the private voluntary carriers, which, under 
the law, must provide more liberal benefits than the state 
fund. 

New Jersey, another state in a position to profit by the 
Knowland amendment releasing the unemployment state 
funds held by the federal agency, put its program into 
effect in 1948, on a basis closely parallel to that of Cali- 
fornia’s program but with some differences resulting 
from a study of the experience in both Rhode Island and 
California. Private companies may participate in New 
Jersey provided they offer benefits “at least equal” to 
those of the state fund, and my information at this time 
is that the shift of coverage to private plans in the past 
two years has been pronounced. 

In 1949, the State of Washington enacted a cash sick- 
ness bill on which there was subsequently a referendum 
petition that resulted in a public vote at the general elec- 
tion in November, 1950, at which the measure was 
defeated. I think this is noteworthy, for it indicated that 
after long public debate the people at large determined 
that they desired to accept personal responsibility for 
meeting their living costs without resorting to taxation. 
O’Connor, testifying before the disability unemployment 
insurance commission in Ohio,® makes this point by 
stating; “The hazard of inability to earn one’s living be- 
cause of illness, however, is one that has been with us 
since the beginning of time. It is not peculiar to an indus- 
trial economy, an agricultural economy, a democracy, or 
a dictatorship. Here the question is the extent to which 
we wish to relieve the individual of the basic responsi- 
bility for the care of himself and his family which has 
been his since time immemorial.” 

New York departed from the pattern established in 
the other states when it enacted its cash sickness com- 
pensation bill in 1949. It placed the temporary disability 
benefits program under the supervision of the workmen’ 
compensation board instead of the unemployment com- 
pensation division and required employers of four 0 
more persons to provide the benefits through insuranct 
with private insurance companies, through the stale 
compensation fund, or as self-insurers, charging the 
employee one-half of one per cent of wages, but not mor¢ 
than $.30 per week, as part payment toward the cost. 


: 
\ 
f 
tl 

fi 
: 
it 
st 

St 
le 
w 
4 
pr 
of 
Col 
qu 
| 
agi 
is 
for 
4 
tim 
assl 
‘ 
ing 
3 
I 
cati 
but 
I n 
Nev 
for 
heal 
Imp 
the 
und 
to re 
no 
the ( 
Th 
desig 
6. 
Massa 
8. | 
Metho 
9. | 
ability 
of Lat 


yyment 
int by 
ing be- 
vith us 
-indus- 
acy, oF 
which 
sponsi- 
ich has 


shed in 
com- 
isability 
rkmen’s 
nt com- 
four oF 
surance 
state 
ing the 
ot more 
cost. 


Vol. 150, No. 7 


tion for nonoccupational disability for about 25% of the 
workers covered under unemployment compensation 
laws. These programs, including the Rhode Island one 
despite a decade of operation, are still in the experi- 
mental stage, seeking to solve the problems of adequate 
financing, appropriate reserves, and definite policies as 
to benefits. Many other states have given consideration 
to this type of tax-administered compensation program 
for temporary disability, and several have appointed 
study commissions. There is much of a debatable nature 
to be said regarding the basic philosophy underlying 
some of the aims of governmental tax programs for social 
insurance, and continued study and experiment at the 
state levels is certainly necessary. In its 1944 report, the 
State Advisory Council of the Division of Employment 
Security in Massachusetts, acting under authority of the 
legislature, stresses this point in its conclusions °: 

. . In the preservation of our American way of life, it 
would seem essential to establish beyond a reasonable doubt that 
private enterprise could not meet the problem effectively before 
government compulsion could be justified. 

It is clear that there is still much more to be explored, despite 
all the discussions that have taken place thus far on any phase 
of a Health Insurance program under possible governmental 
control. As yet, some of the basic and fundamental issues or 
questions have not been answered. It may be questioned, for 
example— 

1. Whether the broad concept that ‘a minimum of protection’ 
against the major hazards of life should be carried over by the 
government into the field of illness. 

2. Whether a cash benefit for loss of income during illness 
isa separate, or even a major, phase of a Health Program. 

3. Whether anything but a major hazard should be provided 
for by governmental compulsion. 

4. Whether governmental compulsion is necessary until such 
time as it is clearly demonstrated that private enterprise cannot 
assume the responsibility. 

5. Whether the role of government should not be one of add- 
ing impetus to the establishment and expansion of private plans 
rather than in direct participation. 


HEALTH EDUCATION CONTRIBUTION OF EXISTING 
PLANS 


This paper is concerned with the potential health edu- 
cation factors in these disability compensation programs, 
but I felt that an understanding of the conception of the 
various plans was a necessary prelude to the viewpoints 
I now wish to project. These plans, except for that of 
New York, are conducted by state administered agencies 
for the collection of tax funds. They are in no sense 
health insurance programs, nor are they established to 
improve directly or to assist in maintaining the health of 
the injured worker. The purpose of the state agency 
under these laws is to pay cash benefits to persons eligible 
to receive them. With one exception, the agencies have 
no responsibility to carry on any health education 
activity. In Rhode Island, however, an amendment to 
the disability compensation law * provides, 


The board shall undertake an educational publicity program 
designed to safeguard the fund created by this act. The board 


6. State Advisory Council of the Division of Employment Security, 
chusetts: Report on Sickness Benefits, Nov. 1, 1944, pp. 45-46. 

1. Public Laws of Rhode Island, Chapter 1744, January Session, 1946. 

8. Langmuir, A. D.: Morbidity Surveys: Contribution of Survey 
Method to Epidemiology, Am. J. Pub. Health 39: 747, 1949. 

9. Bergsma, D.: A Report to New Jersey’s Medical Profession, Dis- 
ability Insurance Service, Division of Employment Security, Department 
of Labor and Industry, State of New Jersey, October, 1950, p. 6. 


Thus, there are four states providing some compensa- 
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shall solicit the cooperation and assistance of labor, industry, 
and the public generally, in effecting such a program. In the 
exercise of its authority hereunder, the board shall give publicity 
to the need for accident prevention, and the preservation of 
health; it shall publicize the need for industrial employment to 
provide the best available safeguards for workers, as well as 
appropriate sanitary facilities. It shall also publicize the potential 
results of malingering. 


Just what are the “potential results of malingering” is 
something I should like to have answered; however, the 
other requirements are clear enough, although they cer- 
tainly conflict with the work of the state health depart- 
ment. Here is a classic example of burdening one agency 
with the work already being undertaken by another. 

I maintain that the state disability compensation pro- 
grams now existing offer the best opportunities that have 
ever been available for the advancement of epidemio- 
logical studies. Nevertheless, the responsibility for health 
education in our states must rest with the health depart- 
ments, with other agencies in the health and welfare field, 
such as those administering temporary disability pro- 
grams and social welfare, cooperating to advance good 
health by offering the compilation of their statistical data 
and the benefit of their contacts with the working public. 

At the American Public Health Meeting in Boston 
four years ago, Dr. Alexander D. Langmuir * of Johns 
Hopkins University summarized the vital points to be 
kept in mind regarding morbidity surveys, listing a care- 
fully chosen index for measuring the disease, choice of 
the sample population with reference to the specific ob- 
jectives of the study, and repeated surveys of the same 
persons in the population. Under the state temporary dis- 
ability compensation programs, the nature of disabilities, 
certified by licensed physicians, are being compiled an- 
nually. The population selected represents the major 
portion of the working public, which, in California, for 
example, is about 3 million persons. Since the tabulation 
of medical diagnoses is repeated yearly on the relatively 
identical employed group, the results, in my opinion, 
represent a fund of knowledge vital to health education 
that is for the most part being neglected. 

Until recently, the Rhode Island agency has done little 
with the medical statistics it has in its records, and, as 
the state department of public health did not establish a 
health education division until this year, it has not been 
prepared to utilize the data. The agencies work closely 
with the health departments in California and New 
Jersey, with the exhaustive data on diagnoses of in- 

juries and illnesses going to the state health department 
for analysis in regard to the duration of disabilities, the 
causes, and the occupation, age, and sex of the bene- 
ficiary. The California department of health is currently 
conducting a morbidity research project that should find 
the temporary disability compilations an invaluable 
source of material. 


NATURE OF POTENTIAL CONTRIBUTION 
The Commissioner of Health of New Jersey published 
a report on morbidity, based on the records from the first 
year of operation of the state plan of disability benefits, 
that was sent to members of the medical profession and 
all health authorities.* In summarizing this initial report, 
Dr. Bergsma stated, “The morbidity experience arising 
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from the State Disability Benefits Plan offers many op- 
portunities for the medical profession and industry 
through analyses of data accruing from the accumulated 
facts to understand better the problems involved for in- 
dustry and medical practice when a worker becomes ill. 
The basic problem of morbidity in industry is funda- 
mentally economic. To prevent the illness, to hasten the 
recovery from the illness, are objectives of both industry 
and the medical profession. Data gathered from experi- 
ences like these, when carefully analyzed may help in 
achieving these objectives.” 

What is this data, and how can it be utilized? The com- 
pilations show the duration of disability, thus giving an 
overall average of the number of days of illness, a vital 
factor to American industry, which loses an estimated 
500 million man-days of work in a single year. Knowl- 
edge of the relation cf the nature of reported illnesses to 
the leading causes of mortality in the general population 
could lead to significant conclusions. Neoplasms and 
diseases of the circulatory system, for example, do not 
rate highest in morbidity reports of disability plans, but 
these diseases hold an overwhelming lead in mortality 
rate statistics over all other causes of death. Who knows 
what clue may come from continued studies of the data 
on sites of neoplasms as reported on such sizable groups 
of the employed population in relation to the entire 
population? What can be learned from the relation of the 
incidence of prolonged illness to the age factor? What 
may be revealed of the problem of chronic illness that 
exists in the data on diseases of the circulatory system? 

Why do certain workers have a great deal of sickness 
absence whereas others have little? This point was dis- 
cussed at the Industrial Health Conference in Cincinnati 
last April. One study of 2,000 telephone operators in 
New York City brought the following conclusion from 
the researchers *°: “Because life stress was thought to be 
a factor in causing most of these patients’ disorders, a 
study of the life history of many of them was made. This 
revealed that childhood hardships, marital difficulties, 
and unusual financial or psychological responsibilities 
and deprivations made up the group of frequent illness 
employees. Many of their episodes of acute illness coin- 
cided with particularly stressful situations in their per- 
sonal lives. The past adaption of the employee to these 
stresses and his past pattern of illness and absence were 
found to be the most reliable guides to his future per- 
formance. It was found that approximately 25% of the 
women in the group contributed about 75% of the sick- 
ness absence each year.” 

What is the relation of nonoccupational disabilities to 
the type of work in which the claimant is engaged? 
I know of no efforts to attempt such studies as yet at the 
state level, but I noted with great interest a com- 
ment in the annual report for 1951 of the Railroad Re- 
tirement Board, which supervises a nationwide sickness 
benefit program for railroad employees. In this report, 
relative to benefits paid to 143,000 employees during the 
period 1950 to 1951, the following observation is 
made 


10. Hinkle, L. E., Jr., and Plummer, N.: Life Stress and Industrial 
Absenteeism,” news release, Industrial Health Association, April 22, 1952. 
11. Annual Report of the Railroad Retirement Board, 1951, pp. 57-58. 
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As in 1949-50 arthritis was most common among skilled 
shopmen, engineers and conductors, and gang foremen. Heart 
diseases occurred most often among those groups and also 
among station agents and telegraphers. Ulcers appeared most 
likely to affect the two groups of skilled maintenance employees, 
and the two groups of train and engine employees. Hypertensive 
disease (high blood pressure), influenza, hernia, bronchitis, and 
appendicitis attacked engineers and conductors more frequently 
than workers in other occupations. Pneumonia was most com- 
mon among skilled shopmen and engineers and conductors, in 
that order. While occupational factors probably had some in- 
fluence on incidence of these disabilities, a much more important 
one was age; the opposite was true for fractures.” 


This brief summary of generalizations is the basis for 
specific studies by the epidemiologist, which, if continued 
and compared with the results of research on other plans, 
might lead to conclusions of far-reaching importance to 
all people. Certainly the careful analysis of work injury 
frequency rates for selected manufacturing and non- 
manufacturing industries in the states would be valuable 
in establishing health education procedures for both in- 
dustrial and public health programs. 


I have posed the question of what we might learn of 
the relationship of the frequency of prolonged illness to 
the age factor. The Railroad Retirement Board makes 
this comment in its report '': 

Although the frequency of sickness, as in earlier years, in- 
creased sharply with age, this was not true for all types of disa- 
bilities. The influence of age was quite pronounced for the so- 
called degenerative diseases, such as cancer, heart disease and 
arthritis. A few ailments, such as tonsilitis and mumps occurred 
mostly in the younger ages. Others, such as respiratory tuber- 
culosis, psychoneurotic and the personality disorders, most eye 
and ear diseases, gastroenteritis and colitis, kidney ailments, and 
injuries, showed relatively little relationship between frequency 
and age. 


Diseases of the digestive system head the list in all the 
plans, including the program that nationally covers rail- 
road employees, as a leading cause for claims for illness 
and disability. A breakdown of these statistics could well 
stimulate positive health education programs of tremen- 
dous value. Consider, for example, what educating re- 
mains to be done on the value of a nutrition program, 
including weight control, as a preventative of some of 
the major diseases of middle and later life? What more 
forceful array of figures could be presented than an 
analysis of statistics on our employed population that is 
drawing temporary disability benefits, and what em- 
ployer, in the light of careful analysis, could long ignore 
a periodic examination program, adequate in-plant feed- 
ing facilities, and sound guidance in diet? 

What would be the effect on preemployment and 
periodic physical examinations? Would a temporary dis- 
ability program highlight the need for better checkup of 
workers, and if so, how would such a program be best 
adopted without penalizing members of the employed 
population? Officials I queried believe their plans will 
stimulate such regulations, and I am firmly of the belie! 
that this development will come quickly. The problem 
will be to convince the employer and the potential worker 
that the health examination is devised not to reject the 
physically handicapped but rather to help place them on 
jobs commensurate with the limits of their disabilities. 
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SUMMARY AND CONCLUSION 


Cash benefits for temporary sickness have been estab- 
lished in some states to replace in part the earnings the 
disabled worker would have had if he had been able to 
work. They offer a significant aid in the elimination of 
poverty and dependency, but they possess another great 
aid in that they provide additional facts that will permit 
a comprehensive study of a population as regards its 
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physical and mental disabilities. Until we mobilize our 
health and welfare agencies on the study of temporary 
disability statistical data in an attempt to relate the vari- 
ous factors that are involved, we will be wasting one of 
our greatest sources of material on which to base con- 
structive and progressive education programs in our re- 
spective states. 


106 Francis St. (3). 


PROBLEM OF MUSCULAR DYSTROPHIES 


Robert H. Ramsey, M.D. 


H.R. McCarroll, M.D., St. Louis 


An opportunity has existed during the past 27 years to 
study a series of 255 children afflicted with muscular 
dystrophies, muscular atrophies, and clinically similar 
conditions at the St. Louis unit of the Shriners’ Hospital 
for Crippled Children. A review of these cases has been 
conducted in an effort to clarify the confusion that exists 
in relation to the terminology and to discern more of the 
natural history of these diseases. Because no initial ex- 
amination may be made on patients over 15 years of age 
at this institution, the material studied cannot be con- 
sidered comprehensive except for those diseases in which 
the onset is common in childhood. These patients may be 
classified under two major headings, the myopathies and 
the neuropathies. The former pathological conditions 
result from primary degenerative changes within the 
muscles themselves, while the latter occur secondary to 
disease of the nervous system. A total of 231 cases of 
myopathy and 24 cases of neuropathy was encountered. 

Studies of the myopathies were first reported about 
100 years ago, and as a result of the polymorphism shown 
by these conditions there soon appeared eiaborate classi- 
fications of the different types. These were based on the 
differences in the age of onset, distribution of muscle 
involvement, and hereditary patterns, and they served 
more to create confusion than to enlighten. Erb ' in 1891 
suggested that all clinical forms were variations of the 
same disease process. The material in this study definitely 
supports the concept proposed by Tyler and Wintrobe * 
that the great majority of cases of primary myopathy fall 
into two clinical categories. These have been designated 
as the childhood type and the facioscapulohumeral type 
of progressive muscular dystrophy. Even this division is 
artifactitious from the standpoint of basic pathology, for 
the microscopic changes in the involved muscles and the 
metabolic abnormality reflected by the creatine and 
creatinine changes are identical in both types. The justi- 
fication for distinguishing the two types lies in the differ- 
ence of prognosis and the gross dissimilarities in clinical 
manifestations. Rare cases of probable primary myop- 
athies not conforming entirely to this classification are 
reported and have been observed in this series but do not 
detract from the value of the classification as pertains to 
the majority of cases of muscular dystrophy. 

The neuropathies, or progressive muscular atrophies, 
are to be separated from the muscular dystrophies by the 


evidence that the muscle wasting results from primary 
disease in the nervous system. The Charcot-Marie-Tooth 
type, also commonly called peroneal muscular atrophy, 
was encountered more frequently than any other type of 
involvement in this group. A few cases of infantile pro- 
gressive muscular atrophy of the Werdnig-Hoffmann 
type and a few conforming to the so-called amyotonia 
congenita have been encountered (see table). 


THE MYOPATHIES 

A total of 227 patients encountered in this study have 
been classified as the childhood type of progressive mus- 
cular dystrophy. This is a heredofamilial disease that, in 
this series, appeared clinically as early as 1 year of age 
and as late as 13 years. It involves males and females in 
a ratio of approximately 8 to 1. It is characterized by a 
progressive muscular weakness appearing first in the 


Incidence of Myopathies and Neurapathies in 255 Cases 


of Muscular Dystrophies 
Myopathies 


Progressive muscular dystrophy 
Facioscapulohumeral] type 4 

Neuropathies 


trunk, pelvic, and shoulder musculature and later in the 
musculature of the distal portion of the extremities. As 
a result the patient is unable to arise normally from the 
supine position; in order to do so, he “climbs his frame” 
in a manner that has long been considered characteristic 
of this disease. The face is involved but rarely, and then 
only late in the course of the disease. The progression is 
usually steady, producing complete helplessness because 
of muscle weakness and usually ending in death from 
intercurrent infection. Most of these patients show 


From the Shriners’ Hospital for Crippled Children and the Depart- 
ment of Surgery, Washington University School of Medicine. 

Read before the Section on Orthopedic Surgery at the 101st Annual 
Session of the American Medical Association, Chicago, June 12, 1952. 

Drs. Paul J. Zentay and David E. Smith assisted in the study of the 
material contained in this paper; Mr. Kramer Lewis did the photographic 
work, 

1. Erb, W.: Dystrophia muscularis progressiva, Deutsche Ztschr. f. 
Nervenh. 1: 173, 1891. 

2. Tyler, F. H., and Wintrobe, M. M.: Studies in Disorders of Muscle: 
The Problem of Progressive Muscular Dystrophy, Ann. Int. Med. 32:72, 
1950. 
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pseudohypertrophy of the calf muscles and occasionally 
of the infraspinatus, the deltoid, and the gluteal group. 
While some patients do not present this characteristic 
sign, they show no other clinical or pathological differ- 
ences to justify separating them from those with pseudo- 
hypertrophy. The presence of pseudohypertrophy is, 
therefore, a useful diagnostic sign, but its absence does 
not exclude a patient from this group. 

Many patients give a family history compatible with 
the disease being carried as a sex-linked recessive trait 
(fig. 1, 2, 3, and 4). As emphasized by Macklin,’ the 
many cases that appear as isolated occurrences of a 
hereditary disease do not detract from the probable 
genetic factor. Of the 227 patients seen in this classifica- 
tion, 87% were boys and 13% were girls. All were 
Caucasians except for one Negro boy. Thirty-seven per 
cent of this group gave a developmental history that 
would strongly suggest onset of the disease process before 
the age of 18 months. Only seven patients gave a history 
indicating onset at the age of 10 years or over: four at 
age 10, and one each at ages 11, 12, and 13. 

There is no known effective treatment. On the basis of 
preliminary reports of an encouraging nature, gelatin 
feeding, glycine feeding, creatine feeding, pilocarpine 
and epinephrine (adrenalin®) administration, and tes- 
tosterone have been tried on small groups in this series 
without benefit. The vitamin B group, vitamins C and E, 
adrenal cortical hormones, pituitary hormones, and, 
most recently, glycocyamine and betaine have been tried 
elsewhere and found unsuccessful. Creatine and creatin- 
ine excretion studies have been carried out on a few 
patients only and have routinely conformed to the widely 
reported findings of an increased excretion of creatine 
and a decreased excretion of creatinine. 


Fig. 1.—Afflicted with progressive muscular dystrophy, these were the 
oldest boys (ages 4, 6, 8, and 15) of a family of six boys and five girls. 
Progressive involvement is well demonstrated. Death occurred in all four 
between the ages of 15 and 24. None of the girls showed evidence of 
the disease. 


Pseudohypertrophy was described in 170 of the 198 
boys but in only 5 of the 29 girls. Presence or absence of 


3. Macklin, M. T.: The Role of Heredity in Disease, Medicine 14: 1, 
1935, 
4. Bowden, R. E. M., and Gutmann, E.: Clinical Value of Muscle 
Biopsies, Lancet 2: 768, 1945. 
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this sign is frequently difficult to judge and varies not 
only from patient to patient but changes in any one pa. 
tient during the course of the disease. It may not be 
present at all, may be present early in the clinical course 
of the disease, only to regress in a year or two, or may 
remain prominent for 10 years or more. If the patient 


— 


Fig. 2.—Fifth boy of same family, now aged 21. He shows no evidence 
of the disease. 


survives long enough, there is a tendency for the pseudo- 
hypertrophy to regress to a firm fibrotic atrophy. 

In the early days of this clinic, before 1930, correction 
of deformities in a few of these patients was done sur- 
gically. It was soon observed that periods of inactivity 
necessitated by the surgery were so frequently accon- 
panied by rapid progression of muscular weakness that 
the total result of the surgery was not beneficial. Any 
elective surgery in these patients should be avoided. 
Muscle biopsies done on six patients of this group show 
norma: nerve and vascular elements with different stages 
of muscle fiber degeneration. These are characterized by 
decrease in size of most fibers, increase in size of some 
fibers, and apparent increase in sarcolemmal nuclei. 
There is also an increase in the amount of fibrous tissue 
in and around the muscle bundles and an increase in the 
amount of fat deposits. There is no constant pattern in 
this degenerative process, and adjacent fibers may show 
marked differences in degree of involvement. Probably 
the most significant diagnostic finding, as emphasized by 
Bowden and Gutmann,‘ is that intramuscular nerve 
trunks are normal in spite of degenerative changes in the 
muscle fibers. 

Of the total group of 227 patients, 110 were followed 
for periods of from 1 to 27 years, 64 of whom are 00 
longer living. Little accurate information could be ob- 


an 
* 4 
warts 
d 
if 
tio 
Ie] 
sec 
tel 
£ 
Fig 
tated 
/ 
scrit 
This 
poly 
j 
to m 
total 
serie 
3 leriz 
phy 


1952 


not 
pa- 
It be 
yurse 
may 
itient 


evidence 


seudo- 


rection 
sur- 
ctivity 
Accom 
ss that 
1. Any 
voided. 
p show 
t stages 
ized by 
yf some 
nuclei. 
s tissue 
e in the 
ttern in 
yy show 
robably 
sized by 
r nerve 
s in the 


ollowed 
are no 
be ob- 


Vol. 150, No. 7 


tained regarding the cause of death, but most seemed to 
have succumbed to respiratory infection. The ages of 
death ranged from 6 to 31 years, the average being 16 
years. The advent of puberty has no noticeable effect on 
the disease process. Of the 46 patients followed for one 
or more years and who are still living, 42 are complete 
invalids and are cared for at home by their families. Of 
these, 4 are in their 30’s, nine in their 20’s, and the rest 
below 20 years of age. Only four patients are still ambu- 
latory, and their ages are 10, 11, 18, and 31. 

During the same period in which 227 patients were 
seen with the childhood type of progressive muscular 
dystrophy, only four children were seen with the facio- 
scapulohumeral type. The reason for the disproportion is 
the fact that the latter disease usually appears in older age 
groups, Which precludes their being seen in a crippled 
children’s clinic. The creatine and creatinine alteration 
and the microscopic pathological condition are identical 
in the facioscapulohumeral and the childhood types, thus 
adding support to the concept that the underlying defect 
is the same in the two diseases. The primary reason for 
differentiating the two types is the fact that the prognosis 
of the facioscapulohumeral type is much better and many 
of these patients are not seriously disabled until late in 
life. The initial symptoms usually appear in adolescence 
but may appear either earlier or much later. The facial 
and pectoral girdle muscles are the first affected, with the 
muscles of the arm, forearm, trunk, thighs, and legs being 
involved later. The inheritance in this type is primarily 
dominant, which, however, may not always be complete 
dominnace. Tyler and Stephens * have recently reported 
adetai'ed study of 58 such cases. No additional informa- 
tion can be added from the four cases included in this 
report. 

THE NEUROPATHIES 

The neuropathies are characterized by muscle atrophy 
secondary to disease of the nervous system. Of the 24 pa- 
tients encountered that may be classified under this head- 
ing, 20 presented findings compatible with the type de- 


Fig. 3.—Sixth boy of same family, now aged 18. He is totally incapaci- 
tated by advanced muscle involvement. 


scribed by Charcot and Marie, and by Tooth, in 1886. 
This condition, like the myopathies, shows remarkable 
polymorphism. The age of onset varies from the first year 
'o middle life, and the speed of progression varies from 
total disability in a few years to several decades without 
serious disability. This heredofamilial disease is charac- 
terized by an insidiously developing weakness and atro- 
phy of the muscles of feet and lower leg and of the hands; 
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as the disease progresses, the more proximal musculature 
of the limbs, the shoulder and pelvic girdles, and the 
trunk became involved (fig. 5 and 6). Of the 20 cases 
of this type that have been encountered, 11 occurred in 
girls and 9 in boys. Eight of the patients gave a history 
of other similar cases in the family. Allen * concluded 


Fig. 4.—Son of oldest girl in same family, now aged 5. He shows early 
Signs of the disease, which is commonly observed to be a sex-linked 
recessive trait. 


that the hereditary pattern could be either dominant, sex- 
linked recessive, or simple recessive. Most of these pa- 
tients presented the usual bilateral equinovarus deformity 
with some cavus, but a few valgus deformities were also 
seen. Three patients showed a bilateral valgus deformity, 
and two patients presented an equinovarus deformity on 
one side and a mild valgus deformity on the other. This 
indicates that the peroneal muscles may not be involved 
until after the anterior and posterior tibial muscles are 
involved. Although the involvement tends to be fairly 
symmetrical, the development of deformities in the two 
feet may be separated in time by as much as two and a 
half years, thus making the diagnosis more difficult. 

No known treatment affects the course of the disease 
process, but it has been known for many years that sur- 
gical correction of the foot deformities may reduce the 
disability to a gratifying degree. An end result study of 
45 patients operated on has been published by Jacobs 
and Carr * and the efficacy of surgery established in the 


5. Tyler, F. H., and Stephens, F. E.: Studies in Disorders of Muscle: 
Clinical Manifestations and Inheritance of Facioscapulohumeral Dystrophy 
in a Large Family, Ann. Int. Med. 32: 640, 1950. 

6. Allan, W.: Relation of Hereditary Pattern to Clinical Severity as 
Illustrated by Peroneal Atrophy, Arch. Int. Med. 63: 1123, 1939. 

7. Jacobs, J. E., and Carr, C. R.: Progressive Muscular Atrophy of 
the Peroneal Type (Charcot-Marie-Tcoth Disease): Orthopaedic Manage- 
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majority of cases. It has been the policy in this clinic to 
follow these patients for at least a year before advising 
surgery, in order to establish that the particular case is 
not one of rapid progression. If the progression is slow 
or stationary periods are encountered, correction of the 
deformities is justified and recommended. Surgery was 
used in 16 of the 20 patients in this group. Fourteen had 
bilateral and two had unilateral foot stabilizations. Ten- 
don transplantation was used routinely in order to re- 
move any deforming force or in an attempt to improve 
function. The following transplants were done in this 
group: anterior tibial to midtarsus, 11; peroneals to os 
calcis, 6; peroneals to midtarsus, 2; posterior tibial to os 
calcis, 2. Osteotomy for correction of associated tibial 
torsion was used in six instances. 

The course of this disease is considered to be primarily 
a progressive degeneration of the anterior horn cells, al- 
though some authors believe the peripheral nerves may 
be involved primarily. In either instance the muscle atro- 
phies due to loss of innervation. Muscle biopsies done on 
three patients produced the findings considered by Slauk * 
to be fairly characteristic; that is, a grouping of bundles 
of atrophic fibers adjacent to bundles of normal fibers, 
suggesting that an involved motor nerve may exist ad- 
jacent to a normal motor nerve and produce a patchy 


Fig. 5.—These severe neuropathic deformities developed in this 10-year- 
old girl after the age of 5. 


atrophy. This pathological finding is particularly inter- 
esting, since patchy atrophy is described as characteristic 
of the muscle in the Werdnig-Hoffmann type of progres- 
sive muscular atrophy. This disease, usually fatal in the 


8. Slauk, A.: Pathologische Anatomel der Myopathien, in Burnke, O., 
and Foerster, O.: Handbuch der Neurologie, Berlin, Julius Springer, 1932, 
vol. 16, p. 412. 

9. Brandt, S.: Werdnig-Hoffmann’s Infantile Progressive Muscular 


Atrophy, Copenhagen, Ejnar Munksgaard, 1950. 
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first few years of life, shows at autopsy an atrophy and 


loss of the large motor cells of the anterior horns of the 
spinal cord in addition to the patchy muscular atrophy. 


THE QUESTION OF AMYOTONIA CONGENITA 


In this group of 255 patients, 14 were originally sus- 


pected of having amyotonia congenita or Oppenheim’s 
disease. Until recently this has been generally considered 


Fig. 6.—A, same patient as shown ia figure 5, now aged 16. The 
deformities were corrected at age 11. B, sister of patient shown in 4, 
aged 22. Similar deformities were corrected at age 11 also. 


a disease entity characterized by a generalized loss of 
muscle tone present at or near birth and followed by 
gradual improvement during childhood. Four of these 14 
patients were lost to follow-up, 4 were later diagnosed as 
having Werdnig-Hoffmann infantile progressive muscu- 
lar atrophy, 3 were subsequently diagnosed as being af- 
flicted with cerebral palsy, and 3 showed some improve- 
ment without other definitive diagnosis. 

These findings support the conclusion reached by 
Brandt ° in Denmark in an extensive and careful study of 
infantile progressive muscular atrophy. In this report. 
published in 1950, he stated that he was “unable to con- 
firm the existence of any well-characterized disease cor- 
responding to the amyotonia congenita described by Op- 
penheim.” He emphasized that muscular flabbiness is a 
common symptom of a number of childhood disease con- 
ditions. The commonest condition actually present when 
the diagnosis of amyotonia congenita was seriously con- 
sidered was the infantile progressive muscular atrophy 
of Werdnig-Hoffmann. 

SUMMARY 

An attempt has been made to analyze a series of 255 
children presenting characteristics of progressive de- 
generative disease of muscles or motor nerves. These 
may be grossly subdivided under the headings of primary 
myopathies and primary neuropathies. Of this series, 231 
are classified as primary myopathies or progressive mus- 
cular dystrophies, and 24 are classified as primary neu- 
ropathies. In this smaller group, 20 are classified as the 
Charcot-Marie-Tooth type of muscular atrophy and 4 
are classified as the Werdnig-Hoffmann type. Clinical and 
pathological characteristics of each are considered, an¢ 
the treatment is discussed briefly. 
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Reports concerning drug therapy of patients with con- 
vulsive disorders deal for the most part with the results of 
newer anticonvulsant agents. Each new anticonvulsant is 
introduced with claims of various improvements over its 
predecessor. These claims of improvements vary from 
better control of a particular type of seizure to greater 
over-all control of all seizures and at times decreased 
toxic manifestations. The initial enthusiasm is often 
modified as long-term administration of the drug to large 
groups Of patients allows the many variable factors in- 
herent in this illness, as well as the limitations of the drug 
itself, to become apparent. Though this fact is recognized, 
there are few reports in the literature that give the results 
of prolonged therapy in a large number of cases. 

Bromides, which have been used for almost 100 years, 
have been the subject of only a few reports that give re- 
sults of long-term administration to a large number of 
patients. The most recent is that of Arieff,‘ who reported, 
on the basis of a 12 year follow-up of 142 patients, a 
“remission rate” of 83%. Phenobarbital, which has been 
used as an anticonvulsant for nearly half a century, was 
reported by Lennox * in 1940 as being effective in 65% 
of 700 patients. Diphenylhydantoin (dilantin®) sodium, 
introduced in 1938 by Merritt and Putnam,®* was reported 
in 1940 as having beneficial effect in 87% of 267 pa- 
tients. Mesantoin® (3-methyl-5,5-phenylethyl hydan- 
toin) in use since 1945, has been recently reported by 
Kozol * as being 90% effective in seizure control in 200 
patients treated over a four year period. 

These reports on the value of specific anticonvulsant 
drugs cannot be compared, because of the variability in 
the selection of case material, but it is remarkable that the 
over-all results are quite similar. It would appear, there- 
fore, that no one drug is necessarily superior to any other 
in terms of effectiveness. Because of this the factors of 
safety and ease of administration are important in the 
selection of a drug or drugs for the treatment of patients 
with convulsive seizures. In terms of nonfatal and re- 
versible toxic reactions, phenobarbital and diphenylhy- 
dantoin sodium become the drugs of choice. The results 
of the administration of these drugs, singly or in combina- 
tion, to 400 patients over a 10 year period are the basis of 
this report. 

Patients seeking admission to a clinic devoted exclu- 
‘ively to the treatment of convulsive disorders do so for 
various reasons. Rarely are they patients with untreated 
convulsive disorders; more commonly they are in search 
of new medication, either because they themselves are 
dissatisfied with the results of previous treatment, or be- 
cause they have been classified by their referring physi- 
tians as uncontrollable. Reevaluation of the neurological 
latus occasionally leads to the diagnosis of a progressive 
leurological disorder that may be amenable to surgical 


EVALUATION OF STANDARD ANTICONVULSANT THERAPY IN THREE 
HUNDRED NINETEEN 
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H. Houston Merritt, M.D., New York 
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intervention. Occasionally, reclassification of the seizure 
type leads to a change in medication with a reduction in 
the frequency of the seizures; oftener, however, inade- 
quate dosage is the chief factor in lack of seizure control. 
Consequently, it has been our policy to carefully analyze 
the history of each patient to determine whether the 
standard anticonvulsants, namely phenobarbital and di- 
phenlyhydantoin sodium, had been given an adequate 
trial. When it was felt that these drugs had not been given 
in proper dosage, they were used as the initial form of 
therapy. This report will show that when the neurological 
status has been thoroughly evaluated, the seizure type 
critically classified, and the adequacy of therapy with 
phenobarbital or diphenylhydantoin sodium established, 
the number of patients refractory to treatment with these 
drugs becomes relatively small. 

The basic plan of therapy was to use diphenylhydan- 
toin sodium or phenobarbital in increasing amounts until 
the seizures were controlled or toxic manifestations oc- 
curred. In general, diphenylhydantoin sodium, 0.1 to 0.3 
gm. daily in single or divided doses, was the initial me- 
dicament. The dose of this drug was raised by 0.1 gm. 
increments until either control or toxicity resulted. In the 
event of toxicity without control of seizures, diphenylhy- 
dantoin sodium was reduced to a nontoxic level and 
phenobarbital was added. In the majority of the patients 
0.1 gm. of phenobarbital was added daily to the nontoxic 
dose of diphenylhydantoin sodium. In a few cases the 
phenobarbital dose was increased to 0.2 or even to 0.3 or 
0.4 gm. daily. The few patients who were subject to in- 
frequent seizures or who were unable to tolerate di- 
phenylhydantoin sodium were given phenobarbital alone. 
The above regimen could not always be carried out in 
every patient. In some patients with frequent seizures 
there occurred either a significant drop in the attack rate 
so that infrequent seizures resulted or a change in char- 
acter of the seizures so that they were only minor frag- 
ments of the original attack. In such instances any at- 
tempt to increase the amount of medicament was 
resisted by the patient. On occasion it was felt that the at- 
tempt to control the sporadic attack was not worth the 
hazard of toxicity. In others, in whom the attack rate was 
excessive, abandonment of a single medicament in favor 


From the Department of Neurology, Columbia University, College of 
Physicians and Surgeons, the Neurological Institute of the Presbyterian 
Hospital, and the Neurological Service, Montefiore Hospital. 

1. Arieff, A. J.: Twelve-Year Resume in a Clinic for Epilepsy, Dis. 
Nerv. System 12: 19, 1951. 

2. Lennox, W. G.: The Pharmacopeia and the Physician: Drug Ther- 
apy of Epilepsy, J. A. M. A. 114: 1347 (April 6) 1940. 

3. Merritt, H. H., and Putnam, T. J.: Further Experiences with the 
Use of Sodium Diphenyl Hydantoinate in the Treatment of Convulsive 
Disorders, Am. J. Psychiat. 96: 1023, 1940. 

4. Kozol, H. L.: Mesantoin in the Treatment of Epilepsy: Report on 
200 Patients Under Treatment for Periods Ranging from 2 Months to 
4 Years, Arch. Neurol. & Psychiat. 63: 235 (Feb.) 1950. 


52 : 
663 
nd 
n’s 
‘ed and 
The : 
1 A, 
of 
14 
1 as 
cu- 
af- 
ve- 
by 
y of 
ort, 
on- 
Op- 
is a 
hen : 
phy 
255 
de- 
hese 
nary 
231 
nus- 
neu- 
the 
id 4 
and 
and 


664 ANTICONVULSANT THERAPY—YAHR ET AL. 


of a more advantageous combination of anticonvulsants 
had to be resorted to before the single drug was com- 
pletely exploited. Patients not responding to this regimen 
were given other anticonvulsants: mesantoin,® mepho- 
barbital (mebaral®), phethenylate (thiantoin®) sodium 
bromides, or trimethadione (tridione®). When these 
failed, experimental drugs were used. 


TABLE 1.—Distribution of Cases as to Causation and Seizure 
Type in 319 Patients with Convulsive Disorders 


Causation Cases % 
252 79.0 

Seizure Type 
18 5.6 
Grand mal—petit 17 5.3 
Grand mal—psychomotor................ 12 3.8 
Grand mal—psychomotor—minor........ 1 0.3 
Grand mal—focal—minor................+ 1 0.3 

319 100.0 


CASE MATERIAL 

Of about 400 patients treated in the fashion outlined 
above, 319 could be evaluated in regard to the results of 
therapy. The remainder were discarded because of in- 
adequate follow-up, infrequent clinic visits, inability to 
obtain an accurate pretreatment seizure rate, or failure 
to follow the prescribed therapeutic regimen. The 319 
patients on which this report is based (table 1) consisted 
of 252 (79% ) classified as having convulsive disorders 
of undetermined origin and 67 (21% ) with seizures sec- 
ondary to some organic lesion of the nervous system 
(symptomatic seizures). This latter group included pa- 
tients with a variety of diseases of the central nervous 


TABLE 2.—Results of Therapy in 319 Cases 


Cases % 
154 48 
mage TABLE 3.—Results of Therapy in Seizures of Undetermined 
3 and Symptomatic Origin 
Causation 
Undeter- Sympto- 
mined, % matic, % 
Result (252 Cases) (67 Cases) 
16 12 


_ system, such as tumors, trauma, degenerative disease, 
‘congenital defects, and infections. The term convulsive 
disorders of undetermined origin is used to denote those 
_cases in which there was no demonstrable etiological fac- 


= ‘tor. It is used in preference to the terms idiopathic or 
ie 5. Lennox, W. G.: Petit Mal Epilepsies: Their Treatment with Tri- 
- dione, J. A. M. A. 129: 1069 (Dec. 15) 1945. 


> 6. Sciarra, D.; Carter, S., and Yahr, M. D.: Minor Seizures, Tr. Am. 
Neurol. A. 76: 253, 1951. 
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cryptogenic, because, even though these terms indicate 
unknown causation, they imply that there is no patho- 
anatomic change in the central nervous system. It is quite 
possible, however, that a number of these patients had 
minor or major lesions in the nervous system as the result 
of trauma, infection, or other causes, and it is not rare for 
convulsive seizures to precede other symptoms of tumor 
of the brain by several or many years. 

Grand mal, either alone (200 patients) or in combina- 
tion with another type of seizure (78 patients), was the 
predominant seizure type (table 1). Petit mal seizures 
occurred in 21 patients; in 4 as the only seizure type and 
in 17 in combination with grand mal attacks. Attacks de- 
scribed as psychomotor were present in 31 patients; 18 
alone and 13 in combination with grand mal attacks, 
Seizures with a focal motor or sensory onset occurred in 
22 patients. The low incidence of petit mal attacks is ac- 
counted for by two factors. First, this was primarily a 
clinic for adults, and, second, the term petit mal is re- 
served for those patients showing the typical clinical and 
electroencephalographic abnormalities of this type of at- 
tack.® Brief attacks, which by description, frequency, or 
course do not conform to either petit mal or psychomotor 
attacks, are classified as minor seizures. The term minor 
seizure ° is used here to denote either a short episode of 
loss of contact with the environment or an impairment of 
the thought process without falling or convulsive or other 


TABLE 4.—Results of Therapy in Different Seizure 
Types in 307 Cases 


Con- Im- Unecon- 

trolled, proved, trolled, 
Seizure Type Cases % % % 
200 49 38 13 
18 28 50 22 
17 59 35 6 
Grand mal-petit mal ............. 17 35 30 85 
Grand mal-psychomotor ......... 12 42 35 23 
Grand mal-minor 43 58 33 


movements. Since they rarely occur as the sole manifes- 
tation of a convulsive disorder but occur more com- 
monly in association with grand mal attacks, especially 
when the latter have been relieved by treatment, they are 
thought to be fragments of the grand mal seizure. Be- 
cause minor seizures last for a short while and may lack 
the motor component of the grand mal attack, they are 
often confused with petit mal or psychomotor attacks. It 
is important to delineate this group from a therapeutic 
standpoint. There were 2 patients having minor seizures 
alone and 45 with both minor seizures and grand mal 
attacks. 
RESULTS OF THERAPY 

The results of therapy were classified in three groups: 
controlled, improved, and uncontrolled. The criterion 
for control was the complete absence of seizures for 
periods varying from less than six months to 51% yeats, 
depending on the pretreatment seizure rate. For example, 
a patient having an established rate of three or four s¢i- 
zures a year would be classified as controlled only if he 
were free of seizures for one or more succeeding years, 
whereas a patient having three to four seizures a day 
might be considered as controlled if the succeeding three 
or four months were seizure-free. Patients having 2 It 
duction in seizure rate of at least 50% or more were con- 
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sidered to be improved. Those whose seizure rate was 
unchanged or only slightly affected were classified as un- 
controlled. 

The results of therapy in the over-all group are shown 
in table 2. Of the 319 cases, 154 (48% ) were controlled, 
118 (37%) improved, and 47 (15%) uncontrolled; 
consequently, 85% of the patients can be said to have 
derived benefit from this type of therapeutic regimen. 
Contrary to the accepted impression,’ the etiological fac- 
tor makes little difference in results of therapy, as indi- 
cated by the fact that the percentage of controlled or im- 
proved in the “symptomatic” group was 88% as com- 
pared to 84% in the cases classified as of undetermined 
origin (table 3). 

The results of therapy in individual seizure types are 
analyzed in table 4. In patients with a single type of sei- 
zure, complete control was attained in 49% with grand 
mal, 28% with psychomotor, and 59% with focal sei- 
zures. Petit mal and minor seizures as single seizure types 
could not be evaluated because of the paucity of cases. 
In this same group with single type of seizures, improve- 
ment was noted in 38% of the patients with grand mal, 
50% with psychomotor, and 35% with focal seizures. 
It becomes evident then that, if the controlled and the im- 
proved groups are combined, only 6% of the patients 
with focal, 13% with grand mal, and 22% with psycho- 
motor seizures derived no benefit from therapy; or con- 
versely, patients with focal seizures responded best to 
therapy (94% controlled or improved) and those with 
psychomotor seizures the poorest (78% controlled or 


TaBLE 5.—Effect of Therapy on Single and Multiple Seizure 


Types in 319 Cases 


Controlled or 
Controlled Improved, 


Seizure Type Cases or Improved % 
241 208 86 
7 65 84 


improved). These results in focal seizures do not confirm 
the reports of previous observers who consider this type 
of seizure more resistant to therapy. 

In the group of patients with more than one type of 
seizure, grand mal was common to all. In patients in 
whom grand mal occurred with petit mal, 35% were 
completely seizure-free with treatment; in those in whom 
it occurred with psychomotor seizures, 42% were com- 
pletely controlled; and when it occurred with minor sei- 
zures, 58% of the patients were completely controlled. 
Improvement resulted in 30% of the patients having 
grand mal and petit mal, in 35% having grand mal and 
psychomotor, and in 33% having grand mal and minor 
seizures. Here again, if the controlled and improved 
groups are combined it will be seen that only 9% of the 
patients with grand mal and minor, 23% with grand mal 
and psychomotor, and 35% with grand mal and petit mal 
seizures remained completely uncontrolled. The number 
of patients with grand mal and focal seizures and of those 
with more than two seizure types was too small for statis- 
tical evaluation. 

A comparison of results of therapy in patients with 
single and multiple types of seizures is shown in table 5. 
In patients with a single seizure type, 86% were con- 
trolled or improved. In patients with more than one type 
of seizure, the control or improvement of one or more 
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seizure types occurred in 84% ; however, control or im- 
provement of all seizure types in these patients occurred 
in only 49%. The concept then that a patient with mul- 
tiple seizure types is more difficult to control than one 
with a single type of seizure is valid insofar as it refers to 
all seizure types in the same patient. In regard to a pa- 
tient with a particular seizure type, however, he responds 


TABLE 6.—Effect of Type of Therapy in 319 Cases 


Con- 


trolled- 
Con- Im- Im- 

trolled, proved, proved, 
Drug Jo % % 
Diphenylhydantoin (dilantin®) sodium... 15 9 24 
Dilantin® and phenobarbital.............. 25 23 48 
4 3 7 
44 35 79 
Other anticonvulsants .................008 8 8 6 


equally well to therapy whether his seizure is the sole 
manifestation of a convulsive disorder or occurs in com- 
bination with other seizure types. 

The basic schema of administration of medication 
made possible the analysis of the anticonvulsant effect of 
diphenylhydantoin sodium or phenobarbital alone, or 
the two in combination. Of the 142 patients controlled by 
diphenylhydantoin sodium or phenobarbital therapy, 50 
received diphenylhydantoin sodium alone, 12 received 
phenobarbital alone, and 81 received both drugs. In the 
group of 108 patients improved by diphenylhydantoin 
sodium or phenobarbital therapy, there were 27 receiv- 
ing-diphenylhydantoin sodium alone, 8 receiving pheno- 
barbital alone, and 73 receiving both. In consequence, 
79% of the patients were controlled or improved by the 
administration of one or both of these two anticonvul- 
sants. The addition of all other anticonvulsant medica- 
tions (and this included a wide variety of drugs, some in 
common use at the present time and others experimental) 
resulted in an increase to 85% in the controlled-im- 
proved groups (table 6). This 6% was a rather disap- 
pointing dividend, when one considers the hazards of 
toxic reactions in the newer anticonvulsants. 


TABLE 7.—Effect of Diphenylhydantoin (Dilantin®) Sodium and 
Phenobarbital on Seizures of Undetermined and 
Symptomatic Origin 


Undetermined Symptomatic 


(252 Cases) (67 Cases) 

Controlled 

Dilantin® and phenobarbital.......... 58 23 

7 5 
Improved 

25 2 

Dilantin® and phenobarbital.......... 61 12 

7 1 

Total controlled or improved...... 194 (77%) 57 (85%) 


As previously indicated in table 3, the etiological fac- 
tor did not play a significant role in the over-all results of 
therapy. Seizures of undetermined or symptomatic origin 
responded equally well to anticonvulsant therapy. The 


7. Forster, F. M.: Therapy in Psychomotor Epilepsy, J. A. M. A. 
145: 211, 1951. Gibbs, F. A.: New Drugs of Value in the Treatment of 
Epilepsy, Ann. Int. Med. 27: 548, 1947. 
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effect of diphenylhydantoin sodium and phenobarbital in 
these two major etiological groups is indicated in table 7. 
Of the 252 cases of undetermined origin, 194 were con- 
trolled or improved, and in the symptomatic group 57 of 
67 patients achieved control or improvement. 


al 


ez 


@ AVAL 


® 


Fig. 1.—Effective doses of diphenylhydantoin (dilantin®) sodium in 77 
patients with convulsive disorder. The open columns represent the number 
of improved cases, the shaded columns tle controlled cases. 


The effective doses of diphenylhydantoin sodium 
used as the only drug are shown in figure 1. The doses 
ranged from 0.1 to 0.6 gm. daily, with control or .im- 
provement of some patients at each dose level. While 
most patients were controlled or improved with 0.4 gm. 
of diphenylhydantoin sodium daily, individual patients 


2 
| “PHENOBARBITAL 0.1 GM. 


moses oF © 


Fig. 2.—Distribution of dose level of diphenylhydantoin (dilantin®) 
sodium when combined with 0.1 gm. of phenobarbital in 112 controlled 
or improved patients. The open columns represent the number of im- 
proved cases, the shaded columns the controlled cases. 


were benefited by either lower or higher doses. When di- 
phenylhydantoin sodium alone was ineffective in modi- 
fying the seizure rate, 0.1 gm. of phenobarbital was 
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then added to the anticonvulsive regimen, with the dis- 
tribution of dose levels of diphenylhydantoin sodium 
(fig. 2) similar to that when this drug was the sole form 
of therapy. The combination of diphenylhydantoin so- 
dium and phenobarbital was a more effective anticon- 
vulsant regimen than diphenylhydantoin sodium alone. 
In the controlled-improved group, 24% of the patients 
showed results from the use of diphenylhydantoin so- 
dium alone, 48% from the use of diphenylhydantoin 
sodium with varying amounts of phenobarbital, and 7% 
from phenobarbital alone (table 6). Although an indi- 
vidual patient might respond within a wide range of di- 
phenylhydantoin sodium dosage either when it was used 
alone or in combination with phenobarbital, the optimum 
range was between 0.3 and 0.5 gm. daily. Thus 165 
(52%) of the patients were controlled or improved in 
the above range when diphenylhydantoin sodium was 
used either alone or in combination with 0.1 gm. of 
phenobarbital. Moreover, 25% of the patients in this 
series were either controlled or improved at a single dose 
level of diphenylhydantoin sodium, i. e., 0.4 gm. when 
given alone or with 0.1 gm. of phenobarbital. 


100 


eo. 


eon 


Incidence of Toxicity 


0.46 


Fig. 3.—Toxicity of diphenylhydantoin (dilantin®) sodium at various 
dose levels. The columns represent the percentage of patients showing 
toxic symptoms at this dosage. The figures above each column show the 
number of patients treated with this dosage. 


The usual toxic manifestations of diphenylhydantoin 
sodium referable to the gums, central nervous system, and 
gastrointestinal tract were seen in this series. No toxic 
manifestation occurred that was not ameliorated by re- 
duction in drug dosage. Signs of toxicity were noted at 
almost all dose levels. Increased doses gave an increased 
incidence of toxicity, as indicated in figure 3. In the 0.3 
to 0.6 gm. range, where most of the patients are con- 
centrated in this study, incidence of toxicity increased 
from 11% to 77%; however, some patients were able to 
tolerate diphenylhydantoin sodium in any given dosage, 
and, despite the hazard of toxicity, a trial at higher dose 
levels is worth while. It is an outstanding feature of di- 
phenylhydantoin sodium that its therapeutic and toxic 
levels are very close, and the difference of 50 mg. may be 
the difference between control with or without toxicity. 
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It has been the practice in this clinic to use split doses of 
diphenylhydantoin sodium with patients showing early 
minimal signs of toxicity. For example, in patients show- 
ing toxicity at 0.4 gm., the use of 0.3 and 0.4 gm. on 
alternating days may prevent toxicity. 

The need for using anticonvulsant drugs in increasing 
amounts until either control of seizures or toxicity of the 
drug occurs was stressed in the original outline of ther- 
apy. No patient can be classified as having had an ade- 
quate trial of medication until one of these criteria is met. 
No anticonvulsant drug can be eliminated as being inef- 
fective in controlling seizures in a patient until toxic 
manifestations occur. From this standpoint an analysis 
of the improved and uncontrolled groups of patients in 
this series was undertaken. Out of the 165 patients in 
these two groups, 60 patients, consisting of 38 improved 
and 22 uncontrolled, had an adequate trial of treatment 
with one or more anticonvulsants (table 8). Forty-four 
patients had an adequate trial with one anticonvulsant, 
11 with two anticonvulsants, 3 with three anticonvul- 
sants, and only 2 with four anticonvulsants. 

Certain difficulties in this regimen of therapy account 
for the relatively small percentage of patients receiving 
adequate treatment. Among these are patient resistance 
to multiple doses of varied medications, the protracted 
course that is implied in a regimen of this type, and fail- 
ure of the physician to “push” the medicine vigorously. 
Certainly, inadequacy of therapy would appear to be a 
factor in failure to achieve control. An attempt was made 
to analyze other factors that might correlate with the 
therapeutic results. No correlation was found with causa- 
tion, seizure type, frequency of seizures, or electroen- 
cephalographic patterns. The three groups, controlled, 
improved, and uncontrolled, were essentially similar in 
all of these characteristics. 

In patients in whom complete control of seizures is 
achieved for a number of years, the question of reduction 
of medication arises. In 26 patients who had been free 
of seizures for two or more years, a gradual reduction of 
medication was instituted. The two year limit was arbi- 
trary and chosen merely on traditional grounds, though 
in all cases the seizure-free interval was many times 
greater than any previous time interval between seizures. 
The results in this group are as follows (table 9): Nine 
patients had a significant reduction of medication without 
recurrence of seizures; 12 patients had recurrence of 
seizures either during reduction or soon after medication 
was discontinued and were placed on therapy again; and 
in only 5 patients was medication completely withdrawn 
with no recurrence of seizures. Except for petit mal, 
which was not included in this group, no correlation 
could be found with type, frequency, and causation of 
seizures and the success of withdrawal of medication. 
This lack of criteria for selecting cases in which medica- 
tion can be withdrawn makes the decision in the indi- 
vidual patient difficult. Concerning the patient who has 
been seizure-free for two years, a 50% chance of seizure 
recurrence exists when medication is reduced; however, 
20% of the patients may remain seizure-free with com- 
plete elimination of medication. Therefore, though one 
may expect limited success with reduction in medication 
en the individual patient, the attempt may be worth 
While. 
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SUMMARY 

The results of therapy in 319 patients with convulsive 
disorders of symptomatic and undetermined origin en- 
compassing a wide variety of seizure types are reported. 
The use of diphenylhydantoin (dilantin®) sodium and 
phenobarbital in this group of 319 patients resulted in 
79% control or improvement of seizures regardless of 
causation. The addition of other anticonvulsants added 
6%, giving an over-all rate of 85% improvement or 
control. 

All types of seizure patients showed some control and 
improvement, but those with focal and grand mal sei- 
zures responded best to anticonvulsant therapy. Al- 
though the occurrence of multiple seizure types in the 
same patient did not reduce the potentiality of contro! of 
a single seizure type, the chances of control of all seizures 
were reduced almost 50%. 


TABLE 8.—Results of Therapy in 165 Patients with Adequate 
Therapeutic Trial* 
Cases Cases 


Im- Uncon- 

Drug proved trolled 
Diphenylhydantoin (dilantin®) sodium................... 30 9 
6 4 
Dilantin® and mephobarbital (mebaral®)............... 1 0 
Dilantin,® phenobarbital, and mesantoin®.............. 0 1 
Dilantin,® phenobarbital, and mebaral®................. 0 1 
Dilantin,® phenobarbital, and tridione®................. 0 1 
Dilantin,® phenobarbital, mesantoin,® and wmebaral%., 0 2 
38 22 

* An adequate trial of therapy was considered to be one in which 


dosage was increased until seizures were controlled or until toxic symp- 
toms developed. 


TABLE 9.—Results of Reduction of Medication in Twenty-Six 
Cases with Seizure Control for Two or More Years 


Cases 
Total Cases Reduction Attempted.................cceseeees 26 
In process of reduction without seizure recurrence...... yg 
Seizure-free without 5 


Adequacy of therapy implied the use of an anticonvul- 
sant until either seizure control or toxicity resulted; how- 
ever, the reduction of medication after two years of sei- 
zure control met with limited success. 


710 West 168th St. (Dr. Merritt). 


Acute Salicylate Poisoning in Children.—Few drugs are used 
more extensively than the salicylates, approximately 6,000 tons 
having been produced in the United States in 1949. Despite re- 
peated articles on salicylate intoxication cases of accidental and 
therapeutic poisoning continue to occur. Medical practitioners 
can help to reduce the incidence of such poisoning by informing 
the public of the dangers of the indiscriminate use of aspirin, 
and of the danger of leaving salicylates within easy reach. Oil 
of wintergreen or methyl salicylate is particularly attractive to 
children because of its pleasant odour: as little as 4 cc. has proved 
fatal to a child. Not all manufacturers of aspirin and methyl 
salicylates include a warning on their packages that these drugs 
may be dangerous if taken in large doses by small children.— 
R. Poirier, M.D., and R. Corbet, M.D., Acute Salicylate Poison- 
ing in Children: A Report of Six Cases, Canadian Medical Asso- 
ciation Journal, August, 1952. 
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GASTROINTESTINAL HEMORRHAGE IN INFANCY AND CHILDHOOD 


Donald Brayton, M.D. 


and 


William J. Norris, M.D., Los Angeles 


During recent years, we have become increasingly 
aware of the difficulties occasionally encountered in de- 
termining the cause of gastrointestinal hemorrhage in 
patients treated at the Los Angeles Childrens Hospital. 
Although the etiology is readily apparent in most of 
these cases, in some, it can be determined only after an 
extended period of investigation. There is one group of 
particular interest, in which the cause of the bleeding 
remains unknown despite thorough studies, including 
laparotomy. 

GENERAL CONSIDERATIONS 


Cases of gastrointestinal hemorrhage in infancy and 
childhood were studied from Jan. 1, 1937, to Jan. 1, 
1952. During this 15 year period, 428 patients were 
studied. For 65 patients (15% ) the cause was listed, on 


TABLE 1.—Local Gastrointestinal Lesions Causing Alimentary 
Hemorrhage in Infancy and Childhood 


Upper Gastrointestinal Lesions 


17 


Lower Gastrointestinal Lesions 


Polyps of colon and 40 
Congenital stenosis hepatic flexure of colon............ 1 


discharge, as unknown, but after further follow-up stud- 
ies, a reasonable etiology could be assigned to 40 cases. 
The remaining 25 cases (6% ) continue to be recorded 
as gastrointestinal bleeding of unknown etiology. 

The various causes of hemorrhage from the alimentary 
tract in the pediatric age group are subdivided into seven 
main categories: local gastrointestinal causes, 255 pa- 
tients; blood dyscrasias, 84; general gastrointestinal 
causes, 48; doubtful history, 9; trauma, 3; miscellaneous, 
4; and cause unknown, 25. The doubtful history group 
includes those patients whose parents gave a question- 
able history of gastrointestinal bleeding and whose hos- 
pital studies were unrevealing, causing reasonable doubt 
as to the actual occurrence of a hemorrhage.' The trauma 
category consists of two patients with hematemesis fol- 
lowing upper abdominal injuries severe enough to cause 
a laceration of the liver in one and a laceration of the 
spleen in the other, and one infant with hematochezia, 
which followed forcible reduction of an inguinal hernia 


Read before the Pacific Coast Surgical Association, February, 1952. 

From the Department of Surgery, The Childrens Hospital, and the 
School of Medicine, University of California. _ 

1. Chandler, L. R.: Intestinal Bleeding in Infants and Children, Cali- 
fornia & West. Med. 55: 187-190, 1941. 


by the parent. Included in the miscellaneous group are 
one case of acute hepatitis with melena, one of general- 
ized hemangioma with hematemesis, one of Gaucher's 
disease with transient hematochezia, and one of con- 
genital heart disease with mesenteric thrombosis and 
hematochezia. In each of the other main categories, the 
various individual causes of alimentary bleeding are listed 
(tables 1, 2, and 3). It is evident that local gastrointestinal 
lesions were responsible for a majority (255 cases or 
60% ) of these hemorrhages. 

In the study of a symptom such as gastrointestinal 
bleeding, it quickly becomes apparent that in some cases 
the hemorrhage is the continuous primary and leading 
complaint and that in others it appears as a secondary 
or incidental feature of another disease or syndrome. 
Examples of primary gastrointestinal hemorrhages are 
those seen with polyps of the colon or rectum or with 
Meckel’s diverticulum. In both these conditions, the ali- 
mentary bleeding is the chief complaint. There are no 
other major symptoms, and the medical problem is con- 
fined to the determination of the cause of the hemorrhage 
and its treatment. An example of incidental gastrointes- 
tinal bleeding is that which occurs in intussusception or 
in leukemia. In each of these diseases, the alimentary 
hemorrhage is secondary to other more dominant symp- 
toms and findings that lead to the clinical diagnosis. In 
this series there were 146 cases of primary gastroin- 
testinal hemorrhage due to known causes and 248 cases 
of incidental gastrointestinal bleeding. We may therefore 
conclude that the majority of alimentary hemorrhages in 
infancy and childhood occur incidentally in diseases 
diagnosed by other, more specific symptoms and findings. 

There has always been great interest among clinicians 
in attempting to determine the site of a gastrointestinal 
hemorrhage from the appearance of the material brought 
to the exterior at either of the alimentary orifices. The 
classic subdivisions of alimentary bleeding into hemat- 
emesis (vomiting of blood), melena (the passage of 
chemically altered blood by rectum), and hematochezia 
(passage of actual blood by rectum) are important and 
useful. Table 4 classifies the cases at hand in this manner 
and indicates, in general groups, the causes of each of 
these main types of bleeding. From a study of this table, 
it is evident that most cases of alimentary hemorrhage in 
infancy and childhood consist of hematochezia; however, 
no case of hematochezia alone from a local upper gastro- 
intestinal lesion was seen. The table also indicates that, 
of the three main types of gastrointestinal bleeding, 
melena is the least likely to be due to a local cause and 
that hemorrhage of fresh blood from both alimentary 
orifices implies a blood dyscrasia as the most likely cause, 
with local upper alimentary disease a poor second. 

In addition to the classification of gastrointestinal hem- 
orrhage into its main subdivisions, there has been con- 
siderable interest in the past in obtaining minutely a¢- 


668 

| 

= he 
ap | tic 
7 
di 
au 
ali 
in 
ti’: 
co 
= of 
les 
cal 
the 
we 
bo 
‘ of 
if dre 
por 
tot 
five 
yea 
wel 
of 7 
och 


Vol. 150, No. 7 


curate descriptions of the blood passed to the exterior, 
in a further attempt to localize the site and cause of the 
bleeding. This has been especially true of hematochezia. 
The color of the blood passed by rectum (whether light 
or dark red), its relationship with the stool (whether 
mixed with the stool or outside), and the presence or 
absence of clots are examples of this descriptive analysis. 
The present study reveals that the exact nature of the 
hematochezia is of little value in establishing the diag- 
nosis except, to a limited degree, in cases of polyps of 
the colon and rectum and local anorectal conditions, 
which are to be discussed. 


ETIOLOGY 


Local conditions in the upper gastrointestinal tract 
(table 1) were found to be the cause of alimentary hem- 
orrhage in 31 patients. In one patient, the bleeding 
(hematemesis and melena) was proved at operation to 
be due to hiatus hernia, a rarity in the pediatric age 
group. Also included in this category is one patient who 
bled postoperatively after resection of the lower esopha- 
gus and gastric cardia for cardiospasm. The patient listed 
as having acute gastritis vomited bright red blood during 
the course of a severe case of bronchopneumonia. This 


TABLE 2.—General Gastrointestinal Causes of Alimentary 
Hemorrhage in Infancy and Childhood 


14 
10 
Constipation with 9 
foreign material... 1 


has been previously described as an occasional complica- 
tion of pneumonia.” There were 11 cases of peptic ulcer; 
7 duodenal, 2 gastric, and 2 esophageal. Six cases (5 
duodenal and 1 gastric) were primary entities. The re- 
maining five occurred in infants secondary to severe cen- 
tral nervous system disease and were diagnosed only at 
autopsy. Esophageal varices accounted for 17 cases of 
alimentary bleeding, which were attributable to cirrhosis 
in 6 cases and to extrahepatic portal hypertension (Ban- 
ti's syndrome) in 11. Esophageal varices were the most 
common local cause of hematemesis and were the source 
of all fatal gastrointestinal hemorrhages due to local 
lesions in this series of cases. 

Local conditions of the lower alimentary tract that 
caused gastrointestinal hemorrhage (table 1) made up 
the largest single subgroup of this series. Three cases 
were due to rare conditions, two to hemangioma of the 
bowel and mesentery and one to a congenital diaphragm 
of the right colon, all causing hematochezia. 

Cases of intussusception seen at the Los Angeles Chil- 
drens Hospital during the period 1938-1948 were re- 
ported by Snyder, Kraus, and Chaffin.* We have added 
to their statistics the patients treated during the additional 
five years included in the present study. During the 15 
year period, there were 234 cases of intussusception, with 
hematochezia in 142 (60.7%). Included in this total 
Were four cases of Meckel’s diverticulum and two cases 
of polyps of the colon with intussusception and hemat- 
ochezia. Hemorrhage in these patients was thought to be 
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caused by the intussusception rather than by the primary 
lesion. In all patients, the hematochezia was incidental 
to other symptoms and was of concern only as one diag- 
nostic factor. 

Polyps of the colon and rectum were found in 40 pa- 
tients whose primary complaint was gastrointestinal 


TABLE 3.—Gastrointestinal Bleeding Due to Blood Dyscrasias 


Hemorrhagic disease of newborn...................+5+- 16 
Acquired hemolytic 2 


Aplastic anemia 
Megaloblastic anemia 
5 


bleeding. The type of hemorrhage in all cases was hema- 
tochezia; in the majority there was liquid, bright red 
blood, outside the stool. The history of the duration of 
bleeding was longer and its recurrent nature more evi- 
dent in this disease than in lower gastrointestinal hemor- 
rhage from other local causes. Moreover, in none of 
these patients was the hemoglobin reduced below the 
normal limit. If a child whose hemoglobin was normal 
or nearly so passed bright red, liquid blood, usually out- 
side the stool, recurrently for days, weeks, or months, the 
presumptive diagnosis was polyp of the colon or rectum. 

Meckel’s diverticulum with hemorrhage occurred in 
27 patients. This number is equivalent to 43.5% of all 
cases of Meckel’s diverticulum found clinically, to 8.6% 
of all patients with hematochezia, and to 6.3% of the 
entire series of patients with gastrointestinal bleeding. 
The hemorrhage consisted of melena in 2 patients and 
of hematochezia in 25. The blood passed per rectum 
varied greatly as to shade of red but was usuaily found 
mixed with the stool. Clots were passed per rectum in 10 
patients (37%). The hemoglobin was below nermal 
range in 25 patients (93%) with bleeding Meckel’s 


TaBLe 4.—Relation of Types of Gastrointestinal Bleeding 
to Etiological Subgroups 


Hemat- 
emesis 
Con- 
current 
Hem- with 
Hemat- ato- Hemate- 
Etiological Subgroups emesis Melena chezia chezia 
Local gastrointestinal causes: 
Upper gastrointestinal lesions... 23 2 0 6 
Lower gastrointestinal lesions... 0 2 222 0 
21 7 39 17 
General gastrointestinal causes...... 2 37 1 
56 21 318 24 


diverticulum; it was markedly reduced (below 7.5 gm. 
per 100 cc.) in 17 patients (59% ). For comparison, it 
may be noted that hematochezia with clots occurred in 


2. Lawrence, B. A., and Bloxsom, A.: Pneumonia Complicated by 
Acute Hemorrhage and Ulcerative Gastroenteritis in Child, Am. J. Dis. 
Child. 58: 1265-1267, 1939. Reinhart, H. L.: Ohio State M. J. 33: 1012- 
1013, 1937. 

3. Snyder, W. H., Jr.; Kraus, A. R., and Chaffin, L.: Intussusception 
in Infants and Children: Report of 143 Consecutive Cases, Ann. Surg. 
130: 200-210, 1949, 


are 
-al- 
on- 
ind 
the 
ted a 
or 
nal 
Ses 
ing 
ary 
me. 
are 
vith | 
ali- 
on- 
age 
tes- 
Or 
‘ary 
mp- 
In 
oin- 
ASeS 
fore a 
in 
ases 
ngs. 4 
ians 
inal : 
ught 
mat- : 
e of 2 
and 
nner 
h of : 
able, # 
pe in 
ver, 
stro- 
that, by. 
ding, 
and | 
ntary 
aUuse, 
hem- 
y ac- 3 


670 GASTROINTESTINAL HEMORRHAGE—BRAYTON AND NORRIS 


25 additional patients in the total series, (10 due to other 
lower gastrointestinal lesions, 9 to blood dyscrasias, and 
6 to unknown causes ). Due to various causes, the hemo- 
globin was reduced below 7.5 gm. per 100 cc. (Klett 
Photelometer method) in 49 additional patients in the 
series. We must therefore conclude that hematochezia 
with clots, accompanied by a definite reduction in hemo- 
globin, favors Meckel’s diverticulum but is not diagnostic 
thereof. Since Meckel’s diverticulum can be demon- 
strated only by operation, it is essential that the blood, 
the colon, and the rectum be ruled out as possible sources 
of hemorrhage before laparotomy is undertaken. The 
preoperative diagnosis was Meckel’s diverticulum in 12 
patients with “gastrointestinal hemorrhage of unknown 
etiology” in whom laparotomy was performed as well as 
in the two patients cited below, who were explored in 
spite of abnormal blood findings. The sum of these un- 
known and erroneous cases is equivalent to over one-half 
of the total in whom laparotomy actually revealed a 
Meckel’s diverticulum. We have therefore found it ex- 
pedient to inform the parents of a child on whom such 
an exploratory laparotomy is contemplated that the 
operation is essential but that it is actually a diagnostic 
procedure, the final one of a series. 

Local anorectal conditions accounted for 12 cases 
(2.8% ) of gastrointestinal hemorrhage in this series. 
There were 10 patients with anal fissure, one with an im- 
perforate anus and a low rectovaginal fistula and one 
with cryptitis. All these lesions caused recurrent hemato- 
chezia of bright red, liquid blood, usually outside the 
stool. Four patients had pain on defecation. It is our be- 
lief that local anal mucosal irritation, with or without 
demonstrable fissure, due to hard stools, is a commoner 
cause of recurrent hematochezia of the type noted than 
these figures indicate. It is difficult to prove this conten- 
tion, since few such patients require hospitalization. 

Of the 48 cases of general gastrointestinal disorders 
causing hemorrhage (table 2), enterocolitis with diar- 
rhea accounted for 14. Hematochezia was present in 13 
and melena in 1 patient. In 6 patients, the diagnosis was 
difficult and was made only after ruling out other pos- 
sible causes and by follow-up examinations after dis- 
charge .It is of interest that of 12 patients with hematoche- 
zia caused by idiopathic ulcerative colitis, only 1 en- 
tered the hospital with rectal hemorrhage as the primary 
complaint. In the others, the bleeding was one of several 
leading symptoms, usually including diarrhea and weight 
loss. There were 10 patients with gastrointestinal hemor- 
rhage caused by swallowed blood: 2 due to postepistaxis, 
4 due to blood swallowed in utero or during delivery, 2 
due to trauma of the mouth or pharynx, and 2 in breast 
fed infants whose mothers gave a history of bleeding nip- 
ples. All types of bleeding except melena were seen. This 
situation probably occurs more frequently than these fig- 
ures indicate, since only those patients in whom there is 
some doubt as to the diagnosis are admitted to the hos- 
pital. Nine patients in the series had alimentary bleeding 
thought to be due to constipation with or without demon- 
strable fecal inpaction. Eight of these had hematochezia 


4. Wintrobe, M. M.: Clinical Hematology, ed. 3, Philadelphia, Lea & 
Febiger, 1951. 

5. Ladd, W. E.: Surgical Significance of Melena in Childhood, New 
England J. Med. 217: 649-653, 1937. 
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and one, melena. This condition was most marked in a 
14-year-old girl with Hirschsprung’s disease who re- 
quired transfusions totaling 2,500 cc. of whole blood to 
maintain her hemoglobin during the five weeks preceding 
her operation. The diagnosis was difficult in seven cases 
and was made by noting the abnormal fecal content of the 
colon and by ruling out other potential causes of hemor- 
rhage. An adequate history of constipation was fre- 
quently not obtained. We are of the opinion that the 
diagnosis of constipation with fecal impaction or that of 
enterocolitis with diarrhea should be assigned as the 
cause of hematochezia or melena only after ruling out all 
other possibilities. 

Two patients had “coffee grounds” hematemesis after 
persistent vomiting; in one, concurrent with an attack of 
asthma and in another, caused by repeated attempts to 
give iron medication orally. There was only one patient 
in the entire series with gastrointestinal hemorrhage due 
to ingested foreign material. This child, a girl aged 2 
years, swallowed multiple metallic foreign bodies as wel] 
as paper and cellophane®, resulting in hematochezia. 

Blood dyscrasias * (table 3) accounted for 84 (19.6%) 
of the 428 cases of gastrointestinal hemorrhage in the 
pediatric age group. There were 94 patients with leuke- 
mia of various types who died in the hospital during the 
period under study. Twenty-nine (30.8% ) had alimen- 
tary hemorrhages. Such bleeding was obviously inci- 
dental to the disease, the diagnosis being difficult in only 
one case, first seen terminally. All types and combina- 
tions of hemorrhage were noted. Of interest is the prog- 
nostic significance of gastrointestinal bleeding in this 
condition. Death occurred within 30 days following the 
hemorrhage in ail patients and in most after a much 
shorter interval. 

Purpura was the cause of alimentary bleeding in 23 
patients, 16 of whom had a decreased number of blood 
platelets. All types and combinations of hemorrhage were 
seen, but hematochezia predominated, occurring in over 
half of this group. In 2 patients, the gastrointestinal 
bleeding was the primary and leading complaint; in 21, 
the alimentary hemorrhage was incidental to bleeding at 
other sites. The diagnosis was readily made in most cases 
as the result of other suggestive findings; however, in the 
presence of alimentary bleeding, the absence of skin, 
nasal, gingival, urinary, or other hemorrhage does not 
rule out purpura or other blood dyscrasias as the possible 
cause. 

Hemorrhagic disease of the newborn is a condition 
that is apparently disappearing as the use of vitamin K 
for the prospective mother during the prenatal period is 
becoming more widespread. Of 16 cases attributed to this 
cause during the period of study, only one has occurred 
since 1947. As in other blood dyscrasias, all types and 
combinations of alimentary hemorrhage were noted, ex- 
cept, in this disease, no instance of melena was observed. 
Although hemorrhage from the umbilical stump has been 
reported as a common diagnostic finding in hemorrhagic 
disease of the newborn,’ it was noted in only one patient 
in this small group. Four patients had other bleeding sites 
outside the gastrointestinal tract. In the others, alimen- 
tary bleeding was the only symptom. 

Other blood dyscrasias accounted for 16 cases of gas- 
trointestinal hemorrhage as noted in table 3. Two of the 
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five patients with unclassified dycrasias are of particular 
interest. One was a 3-year-old boy who had a hemato- 
chezia of dark red clots and bright red, liquid blood out- 
side the stool. Proctoscopy and an air contrast barium 
enema showed normal results. The blood studies revealed 
that the prothrombin time was prolonged. In spite of this 
finding, a laparotomy for a Meckel’s diverticulum was 
performed, with negative results. This case could con- 
ceivably be classified as hemorrhage due to decreased 
vitamin K. The following case possibly represents an 
instance of a thrombocytopenic purpura.* A 20-month- 
old boy had a hematochezia of dark red clots to- 
gether with bright red blood outside the stool. He had 
received a combined diphtheria-pertussis-tetanus im- 
munizing injection 24 hours previously. This type of 
rectal bleeding was considered so typical of Meckel’s 
diverticulum that laparotomy was performed before the 
complete blood study had been reported. The explora- 
tion showed normal results, and, in the meantime, the 
bleeding time was found to be markedly prolonged. In 
our opinion, these cases justify the conclusion that any 
gross abnormality of the blood (other than secondary 


TABLE 5.—Gastrointestinal Bleeding of Unknown Etiology 
in 25 Patients 


Type of hemorrhage 
1 
7 
Recurrent gastrointestinal hemorrhage...............++ 5 
q 
1 


anemia or moderate leukocytosis) should be assumed to 
indicate a dyscrasia as the cause of a hemorrhage until 
proved otherwise. 

It is most important in all cases of primary gastroin- 
testinal hemorrhage in infants and children that sufficient 
blood be drawn to obtain the essential details of the blood 
picture prior to giving a transfusion. In addition to blood 
typing and crossmatching, the initial studies should in- 
clude the complete blood count, platelet count, bleeding 
and venous clotting times, prothrombin time, and, occa- 
sionally, the clot retraction time. 

There were 25 cases of gastrointestinal hemorrhage of 
unknown etiology (table 5). One patient had hemat- 
emesis, 7 melena, and 17 hematochezia. Six of those with 
hematochezia passed clots; the shade of red of the blood 
passed per rectum and its situation with reference to the 
stools showed all variations. Laparotomy was performed 
in 12 patients to rule out Meckel’s diverticulum. These 
explorations showed normal results, except for the oc- 
casional presence of blood in the small bowel. Operation 
was limited to palpation, visualization, and transillumi- 
nation of the bowel and to appendectomy. Biopsy of the 
ileum was done in two patients, neither of whom showed 
significant disease. The cause of the hemorrhage in this 
unknown group is highly speculative; however, the prog- 
Nosis is usually good, since the hemorrhagic episodes 
apparently cease after a variable period of time. It is our 
Practice to recommend exploratory laparotomy to rule 
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out Meckel’s diverticulum in patients having unexplained 
hematochezia after all other possibilities for making a 
diagnosis have been exhausted. Melena of unknown 
etiology is an entirely different problem, and we continue 
to observe such patients, with repeated examinations, for 
a much longer period. If both the blood findings and the 
local gastrointestinal examinations are consistently un- 
revealing, the opinion of a qualified hematologist is 
sought before deciding on exploratory laparotomy. 


COMMENT 

A practical consideration in any case of hemorrhage is 
whether it alone will cause death, assuming that oppor- 
tunity for adequate transfusion is available. In this series, 
there were 17 deaths in which the gastrointestinal hem- 
orrhage was a major factor. Eleven were associated with 
blood dyscrasias other than leukemia. Six were caused 
by esophageal varices, four secondary to cirrhosis and 
two to extrahepatic portal hypertension. It is probably 
inaccurate to assume that fatalities resulting from alimen- 
tary bleeding secondary to blood dyscrasias are equiva- 
lent to deaths from hemorrhage alone, since the under- 
lying disease is also a significant factor. All deaths from 
esophageal varices occurred prior to the development of 
balloon tamponade to control bleeding from this source. 
There were no deaths from hemorrhage due to other 
local gastrointestinal lesions. Fifteen of the fatal hemor- 
rhages were caused by hematemesis or the combination 
of hematemesis and hematochezia. Two deaths resulted 
from hematochezia alone, both due to blood dyscrasias in 
infants. 

It is our conclusion that, excluding cases of trauma, no 
primary gastrointestinal hemorrhage in the pediatric age 
group necessitates emergency surgery other than the oc- 
casional use of balloon tamponade of the esophagus. A 
corollary to this is that all such cases require early diag- 
nosis. The blood studies should be started on admission, 
prior to transfusions. If the initial blood reports reveal no 
underlying abnormalities, we believe that local investiga- 
tion of the gastrointestinal tract by roentgenographic 
studies and other means should be undertaken as soon 
as the circulation is stabilized by transfusion, whether or 
not the hemorrhage has ceased. 


SUMMARY AND CONCLUSIONS 

The various types and causes of gastrointestinal hem- 
orrhage in 428 infants and children seen at the Los 
Angeles Childrens Hospital during the past 15 years are 
tabulated and discussed. Conclusions regarding the use 
of emergency surgery in and the prompt investigation of 
such cases are set forth in the preceding paragraph. The 
following are the other general conclusions. 

1. The diagnosis of the cause of gastrointestinal bleed- 
ing was difficult in 15% of the patients of this series and 
remains unknown in 6%. 

2. Local gastrointestinal lesions were responsible for 
a majority (60% ) of the alimentary hemorrhages. 

3. The most common type of gastrointestinal hemor- 
rhage in infancy and childhood was hematochezia. 

4. The only fatal alimentary hemorrhages from local 
lesions in this series of cases were due to esophageal 
varices. 


1136 W. Sixth St. 


6. Sturgeon, P.: Personal communication to the authors. 
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TREATMENT OF INTRACTABLE PEPTIC ULCER WITH METHANTHELINE 
(BANTHINE*) BROMIDE 


Daniel Liebowitz, M.D., Aaron Raisin, M.D., Charles Berry, M.D. 


Harold P. Roth, M.D., Cleveland 


Since methantheline (banthine®) bromide was first 
used in the treatment of patients with peptic ulcer, many 
enthusiastic reports of its therapeutic value have appeared 
in the literature. Most studies reported were short-term 
evaluations of not more than a few weeks or months.* 
Others were done for longer periods, some as follow-ups 
on preliminary reports.* The authors of many of these 
reports have stressed the prompt symptomatic response 
to the drug. Healing of ulcer craters has also been fre- 
quently observed. Little has been mentioned, however, 
regarding the development in patients of tolerance to a 
maintenance dose of the drug or of their relapse while 
taking the drug. While most investigators have recom- 
mended that a standard dose of the drug should be 
employed, there has been some disagreement as to the 
amounts that should be used in therapy and in main- 
tenance.* Conflicting reports concerning the effect of 
methantheline bromide on gastric secretion and acidity 
have also appeared in the literature.* 

In the past year and a half a number of patients ad- 
mitted to our wards have stated that they had taken 
methantheline bromide at the advice of their private phy- 
sicians, with disappointing initial results or a recurrence 
of symptoms after continuing therapy for some time. It 
was accordingly considered that it would be worth while 
to select a group of patients refractory to the usual medi- 
cal treatment of peptic ulcer and to follow up their re- 
sponse to treatment with methantheline bromide over 
a period of months. It was also felt that the effect of vary- 
ing doses of the drug on gastric secretion and motility 
warranted further study. 


METHODS OF STUDY 
Of 500 patients with duodenal ulcers and 124 patients 
with gastric ulcers admitted to this hospital between 
July, 1950, and August, 1951, we selected for this study 
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15 male ulcer patients who failed to respond to at least 
three to four weeks of intensive medical therapy on the 
gastrointestinal service. Of these patients 10 had duo- 
denal ulcers, 5 had gastric ulcers, and 1 of the patients 
with a gastric ulcer also had a duodenal ulcer. Four of the 
patients with duodenal ulcers had craters demonstrable 
by roentgenogram (cases 2, 4, 10, and 13); the remainder 
had tender and deformed bulbs. In all five patients with 
gastric ulcer, the crater was visualized by roentgenogram 
(cases 2, 7, 9, 12, and 14). 

The intensive standard medical regimen given prior 
to methantheline bromide therapy consisted of a milk 
and cream diet, antacids, and the largest tolerated dose 
of tincture of belladonna or atropine. Some patients were 
also given intragastric drips of milk, cream, and antacids. 
Once the study was begun, the patients received no medi- 
cation other than methantheline bromide or placebo tab- 
lets. The latter consisted of lactose powder with a trace 
of quinine and were identical with the drug in taste, size, 
and appearance. In order to be certain that any remissions 
that might occur while the patient was taking methanthe- 
line bromide were not coincidental with or due to hospi- 
talization, diet, or psychotherapy, the placebo was given 
prior to the drug in some cases and was substituted for 
it at some time later in the course of treatment in others. 
The physician who followed up the patients clinically did 
not know whether methantheline bromide or placebo was 
being administered at the time. 

The following general plan of treatment was therefore 
used. All previous medication was discontinued, and 100 
mg. of placebo or methantheline bromide was admin- 
istered every six hours as recommended by Grimson.” 
The original ulcer diet was continued for the first two 
weeks that the patient was taking the drug. It was then 
increased to a liberal diet from which fried, fatty, spicy, 
and gas-forming foods were omitted. A regular diet was 
not given, because of an unfortunate experience with the 
first patient treated with methantheline bromide. He be- 
came completely asymptomatic while taking the drug and 
was therefore given a regular diet, but he had a massive 
gastrointestinal hemorrhage when placebo was substi- 
tuted. It was therefore felt that in future cases the patients 
should be kept on a liberal diet from which known irri- 
tants were removed until the exact effect of methantheline 
bromide could be ascertained. None of the patients drank 
alcoholic beverages during the study, but most refused 
to stop smoking. All patients kept records of their own 
symptoms as interpreted by them, and these records were 
evaluated daily by one of us. After the patients were dis- 
charged from the hospital, they were seen monthly or 
every two months. Studies were done at intervals to 
determine toxic affects. 

The effect of orally administered doses of placebo, 
atropine, and methantheline bromide on the volume and 
hydrochloric acid concentration of gastric secretion was 
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determined over six hour periods in 10 fasting ulcer pa- 
tients. The stomach was emptied, and one hour after ad- 
ministration of the drug, continuous Wangensteen suction 
was begun. The aspirate for each hour was collected. The 
volume of secretion and the free hydrochloric acid con- 
centration in milliequivalents per liter of gastric juice 
were measured, and the total output of free hydrochloric 
acid during successive hours was calculated from the 
values obtained. In order to determine whether methan- 
theline bromide had any effect in suppressing gastric 
acidity in patients who were on an ulcer regimen, 10 pa- 
tients were given a diet consisting of 120 cc. of milk and 
cream at hourly intervals one day and an intragastric drip 
of milk and cream the next day. Free acid determinations 
were done before and after the drug was added to each of 
these regimens. 

The action of methantheline bromide on gastric empty- 
ing and tone was studied in three ulcer patients who had 
routine gastrointestinal series and films taken six hours 
after administration of the barium for evidence of re- 
tention. They were then given 100 mg. of the drug every 
six hours for eight doses while on a milk and cream 
diet. One hour after the last dose the fasting stomach was 
filled with barium, and roentgenograms were taken at 
successive intervals until gastric emptying had occurred. 
The same routine was followed with 200 mg. of methan- 
theline bromide and 100 mg. of placebo in each of the 
patients, and the results were compared. Some of these 
studies were done in reverse order to preclude any pos- 
sible cumulative effect of the drug. 


RESULTS 


Clinical Data.—Six of the 15 ulcer patients studied 
were first given placebo tablets for 7 to 10 days, and 
symptoms persisted in all of them (cases 3, 5, 6, 8, 9, 
and 13). When methantheline bromide was administered 
to the 15 patients, including those who had first received 
placebo, 6 had a dramatic reduction of their pain in 24 
hours (cases 1, 4, 5, 11, 12, and 14). Eight more ob- 
tained relief after longer periods of treatment (10 to 28 
days), but it was incomplete in four of them (cases 3, 9, 
10,and 15): The last patient in the series never responded 
to the drug (case 13, table 1). 

Of the five patients with gastric ulcers (cases 2, 7, 9, 
12, and 14), three, including the patient with an associ- 
ated duodenal ulcer, had complete relief of symptoms, 
and their craters were no longer demonstrated by roent- 
genogram after two to eight weeks of methantheline bro- 
mide therapy (cases 2, 7, and 14). The fourth patient 
also had prompt relief of pain, and his crater was reduced 
to one-third its original size after three weeks of treat- 
ment. Because of the possibility that the lesion was ma- 
lignant, however, he was operated on and was found to 
have a healing gastric ulcer 1 cm. in diameter. The fifth 
patient was one of the group who had only partial relief 
of symptoms while in treatment (case 9). His ulcer crater 
did not change during three months that he was given 
350 mg. of methantheline bromide a day; it decreased 
markedly in size, however, after he had taken 1,500 mg. 
a day for a month. During the following month he re- 
ceived 1,000 mg. of the drug a day, and at the end of that 
time his roentgenograms were interpreted as showing a 
small niche or scar. 
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Of the 10 patients with duodenal ulcer, 6 had complete 
relief of pain (cases 1, 4, 5, 6, 8, and 11), and the crater 
present in one of them disappeared in two weeks (case 
4). Three additional patients had only partial relief of 
pain, one of whom had a duodenal crater that disappeared 
after four weeks of treatment (case 10). The last pa- 
tient in the group with duodenal ulcers, who had a visible 
crater, never obtained any relief and was treated surgi- 
cally for progressive gastric retention. He was found at 
operation to have a pronounced narrowing of the pylorus 
due to cicatricial stenosis and an active duodenal ulcer 
(case 13). 

After the first course of methantheline bromide, 2 
patients had been operated on, leaving 13 to be followed 
up. Six of these patients were given placebo tablets, and 
five voluntarily discontinued taking the drug. Relapses 
eventually occurred in all of them. One had a massive 
gastrointestinal hemorrhage during relapse, for which 
a subtotal resection was performed (case 1). The other 
patients were again given the drug and obtained relief. 
This left 12 patients to be studied. Though they continued 


TABLE 1.—Jnitial Response of Patients to Methantheline 
(Banthine®) Bromide Therapy 


Banthine® 

Day of Day of Required 

Treatment Treatment _ for Initial 

X-Ray Findings Before Pain Crater Relief of Pain, 

Case Treatment Relieved Disappeared Mg./24 Hr. 
1 Tender, deformed bulb..... 1 am 400 
2 Duodenal and gastric crater 8 14 400 
8 Duodenal crater............ 21 7 600 
Duodenal crater..........++ 1 400 
5 Tender, deformed bulb..... 1 eee 400 
6 Tender, deformed bulb..... 4 oa 600 
7 28 900 
8 Tender, deformed bulb..... 28 aa 750 
10 Duodenal crater..........+ 21 28 600 
ll Tender, deformed bulb..... 2 - 400 
12 2 Did not 1,200 

disappear 

13 Duodenal crater............Not relieved Did not 1,200- 

disappear Not relieved 
14 Prepyloric crater........... 2 21 400 
15 Tender, deformed bulb..... s ee 400 


taking maintenance doses of methantheline bromide, re- 
lapses eventually developed in all but three of them. Of 
those patients who had no relapse while taking the drug, 
one died of an unrelated cause and was found to have 
healed gastric and duodenal craters at postmortem ex- 
amination (case 2); one continued to have mild symp- 
toms (case 14); and one remained asymptomatic (case 
11). Visible craters developed in four of the nine pa- 
tients who had relapses while taking methantheline bro- 
mide (table 2). During relapse one more patient under- 
went operation (case 8) and one discontinued taking 
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New Orleans M. & S. J. 103:380 (March) 1951. (e) Plummer, K.; 
Burke, J. O., and Williams, J. P.: Banthine in Peptic Ulcer and Chronic 
Ulcerative Colitis: Clinical and Experimental Observations, South. M. J. 
44: 801 (Sept.) 1951. (f) Segal, H. L.; Friedman, H. A., and Watson, 
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the drug because of progressive pyloric obstruction (case 
3). Drug dosage was progressively increased in the re- 
maining patients, and eventually the craters that had 
developed in four of them disappeared (table 2). One 
patient’s crater recurred while he was still taking the drug, 
after 13 months of therapy (case 7, table 2). At the end 
of 14 months of study one of the patients was still asymp- 
tomatic, and two had occasional mild distress (cases 5, 
6, and 11, table 3). The remainder were again suffering 
from mild or moderate pain despite receiving doses of 
methantheline bromide that averaged more than twice 
as much as those they had received initially (table 4). 

Throughout -he course of this study, doses of methan- 
theline bromide larger than those generally recommended 
were often used. Although six patients obtained relief in 
the first part of the study on 100 mg. every six hours, 
eight patients secured no such relief and required higher 
doses initially. The dosage of the drug in these cases was 
therefore raised every few days to 150, 200, and 250 mg. 
every four hours until improvement had occurred. Thus, 
the eight patients who did not have initial relief with 400 
mg. a day were finally relieved with a dosage of 600 to 


hydrochloric acid concentration of gastric secretion was 
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in methantheline bromide therapy, six were taking an 
average of 550 mg. a day more than they had required 
initially, with individual dosage requirements ranging 
from 600 to 1,800 mg. daily (table 4). 

Figure 1 illustrates the course of five patients followed 
up for over a year. Pain, though difficult to evaluate, has 
been graded from zero to 5-+-, the latter grading being 
interpreted as continuous intractable pain; 4+- as pain 
occurring more than once a day and temporarily relieved 
by milk, food, or methantheline bromide; 3+- as pain 
occurring once a day and relieved temporarily by milk, 
food, or methantheline bromide; 2+- as pain occurring 
four to six times weekly; 1+ as pain occurring one to 
three times weekly; and + (plus-minus) as pain oc- 
curring less than once a week. As can be seen, each of 
the five patients had a relapse of symptoms, and in two 
of them craters developed when administration of the 
drug was stopped or placebo was substituted (cases 6 
and 7). In three patients using methantheline bromide, 
craters developed that were relieved only by progressively 
larger doses of the drug (cases 3, 4, and 7). In one pa- 
tient three new gastric craters subsequently developed at 


TABLE 2.—Development of New Craters in Patients Taking Methantheline (Banthine®) Bromide 


Daily 
Dose of 
Banthine® Months of 
with Which Treatment Degree of 
Crater X-Ray Findings Prior to Pain with 
Developed, Before Development Site of New Relapse, 
Case Mg./24 Hr. Treatment of Crater Crater 0 to 5+ Remarks 
3 500 Tender, deformed 314 Duodenum 4+ Crater no longer seen after four weeks’ 
bulb therapy of 1,500 mg. of banthine® a day 
4 600 Duodenal crater 6 Prepyloric 3+ Crater no lonzer seen after six weeks’ 
therapy of 900 mg. of banthine® a day 
7 600 Gastrie crater above 6 Stomach above 4+ New crater on lesser curvature healed on 
angulus angulus taking 1,050 mg. a day and then re- 
curred on taking 9090 mg. a day 
7 900 Gastric crater above 13 Stomach at ~~ 
angulus angulus 
10 600 Duodenal crater 2 Prepylorie 1+ Only mild pain in spite of new prepyloric 


crater; prepyloric crater disappeared as 
banthine® therapy was continued 


1,200 mg. a day. Craters were found to disappear with 
an average dosage of 900 mg. a day, with individual 
dosages ranging from 400 to 1,500 mg. a day. The pa- 
tients were then returned to lower maintenance doses. 
During the progress of the study the dosage requirement 
rose progressively as patients suffered relapses while con- 
tinuing to take the drug. Of those patients who remained 
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Gastroenterology 14: 301 (Feb.) 1950. (g) Lyons, C. K., and Grimson, 
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Burke, J. O., and Bradford, S. C.: Effect of Methantheline Bromide 
(Banthine) on Insulin Induced Secretion of Gastric Acid, Mucoproteose 
and Mucoprotein: Physiologic Implications, Gastroenterology 18: 218 
(June) 1951. (i) Ruffin, J. M.: “Banthine” in Treatment of Peptic Ulcer, 
Comments, Gastroenterology 17: 589 (April) 1951. (j) Walters. R. L.; 
Morgan, J. A., and Beal, J. M.: Effects of B-Diethylaminoethyl Xanthene 
9-Carboxylate Methobromide (Banthine) on Human Gastrointestinal Func- 
tion, Proc. Soc, Exper. Biol. & Med. 74: 526 (July) 1950. (k) Benjamin, 
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different sites: one while he was receiving a low dosage 
of methantheline bromide, another after he discontinued 
treatment, and a third when he was receiving a large 
dosage of the drug (case 7). 

Side-effects were noted in every patient receiving me- 
thantheline bromide. Dryness of the mouth developed 
in all patients, blurring of vision in 12, and euphoria in 9. 
Difficulty in initiating the urinary stream occurred in 
nine patients, and seven complained of constipation that 
could be attributed to methantheline bromide. Once it 
was necessary to discontinue giving the drug to a patient 
in whom complete urinary retention developed for 12 
hours after his dosage had been rapidly increased to 
1,800 mg. a day. Another patient in whom the drug was 
raised gradually to the same dosage level had only mild 
side-effects. One patient lowered the dosage himself be- 
cause of pronounced dryness of the mouth and blurring 
of vision. As the patients were followed up the side- 
effects were often seen to decrease in intensity and to dis- 
appear after three to six weeks of treatment. This was ob- 
served in some patients in spite of increasing their drug 
dosage. In two patients side-effects continued unchanged 
throughout their period of treatment. Hypotension, tachy- 
cardia, and curare-like effects *4 were not encountered 
during this study. 
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Complete blood cell counts, sedimentation rates, 
bleeding, coagulation and prothrombin times, blood 
sodium, potassium, and chloride levels, sulfobromoph- 
thalein (bromsulphalein®) sodium tests, cephalin floccu- 
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200 mg. of the drug. All medicaments were given orally. 
The roentgenograms were reviewed with Dr. Maurice 
Sachs, chief of the department of radiology. No con- 
sistent change was seen after the administration of the 


| lation tests, electrocardiograms, electroencephalograms,* placebo. When methantheline bromide was administered, 

and complete urinalyses were done repeatedly during the the stomach appeared atonic, showed diminished mo- 

y course Of this study but revealed no abnormality attribut- tility, and did not completely empty for as long as six 

> . . . 

’ able to methantheline bromide. hours. The small intestine appeared dilated and showed 

1 Experimental Data.—Gastric analyses with continuous coarsening of the mucosal folds and diminished peristal- 

1 Wangensteen suction revealed that oral administrations tic activity with the appearance of a deficiency type pat- 

: of 0.86 mg. of atropine and 100 mg. of methantheline tern. No significant difference was noted between the 

2 bromide reduced the volume of gastric secretion as com- effect of 100 and 200 mg. of methantheline bromide. 

) pared with placebo but caused no significant reduction 

" in the concentration of free hydrochloric acid. When the COMMENT 

f dose of methantheline bromide was raised to 150 and From our study it was evident that methantheline bro- 

0 200 mg., a further reduction in volume and a reduction mide did not prevent the recurrence of peptic ulcer in 

e in the concentration of free hydrochloride acid was noted; spite of the larger than usual doses employed. Six pa- 

6 

., TABLE 3.—Results of Prolonged Treatment with Methantheline (Banthine®) Bromide 

y X-Ray Findings 

* Before Months of 

Case Treatment Treatment Fina) Status 
it Tender, deformed 2% Burgery performed because of massive hemorrhage 
bulb while taking placebo 
Duodenal and gastric 7 Accidental death; healed ulcers at postmortem exam- 
crater ination ‘ 

Duodenal crater 12 Discontinued taking banthine®; surgery advised be- 
cause iarge duses of drug necessary for relief of pain 
caused gastric retention 

Duodenal crater 14 Taking 1,200 mg. of banthine® a day; moderately 
severe pain 
Tender, deformed 138 Taking 600 mg. of banthine® a day; occasional 
bulb distress 
Tender, deformed 13 Taking 1,000 mg. of banthine® a day; occasional 
bulb distress 
sks Gastrie crater 14 Taking 900 mg. of banthine® a day; moderately 
severe pain; recurrent gastric crater 
Tender, deformed Surgery performed because recurrent symptoms not 
bulb relieved by 1,800 mg. of banpthine® @ day given for 
= month; scarring of duodenum found at opera- 
Di cccdchtenededeecusndesdedsdseeiaeseneees Gastrie crater e Taking 1,000 mg. of banthine® a day; no symptoms; 
questionable crater 
1D. Duodenal erater Taking 600 mg. of banthine® a day; moderately 
severe pain 
DR .cidcnitedsanseceshudeatadessarmerawess ae deformed ‘ Taking 600 mg. of banthine® a day; no symptoms 
— u 
ulcer after taking bunthine® three weeks; healing 

ge gastric ulcer found 

ed Duodenal crater 1 Surgery performed because of pylorie obstruction 
after taking banthine® three weeks; stenosis of 

ge pylorus with active duodenal ulcer found 

Prepyloric crater Taking 750 mg. of baptbine® day; mild pain 
deformed Taking 900 mg. of banthine® a day; moderate pain 

1e- u 

ed 

“ but a significant variation in individual response oc- TABLE ceamanata 8 Tolerance to Methantheline 

- curred. The depression of secretion and acidity lasted as ey a 

i D 
it long as SiX to seven hours (fig. 2, 3, and 4). Free hydro- ame ein mie 
chloride acid concentration was also determined in a Maintenance Relief After. Treatment 
ont ° Dosage, Relapse, Prior to 

12 group of patients who received feedings of milk, cream, Onse Mg./% Hr. Relapse 

- and gelusil® (a Warner preparation containing 0.5 gm. of Diksiddinvniiniiocnasecsees — 1,050 1% 

magnesium trisilicate and 0.25 gm. of aluminum hydrox- = 

‘ld ide per 4 cc.) ora continuous drip of milk and cream. ea ee 600 1,000 1% 

When 100 mg. of methantheline bromide was added to 750 1,800 ™% 

ng these regimens, there was little change in the level of free UB.sseecerseerrerererseernees 400 900 . 

acid. When twice this dose was given, however, a reduc- 

de- acca : tients had initial dramatic relief of symptoms while re- 
lise tion usually occurred (fig. 5). ceiving the recommended dosage of 400 mg. of the dru 
ved ated, three patients each had four successive gastrointes- h d 4 
hy- tinal series. With the first series they received no medica- ee e : 

red ment; with the second, 100 mg. of placebo; with the third, 


100 mg. of methantheline bromide; and with the fourth, 


5. Asher, L. M., and Cohen, S.: Effect of Banthine on Central Nervous 
System, Gastroenterology 17: 178 (Feb.) 1951. 
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initial improvement, however, the patients not only suf- 
fered relapses when placebo was substituted but also 
began to have relapses in methantheline bromide therapy 
as well, requiring progressively larger doses for further 
relief of pain. At the end of 14 months of observation, 
only three patients were relatively asymptomatic. This 
suggested the gradual onset of tolerance to the drug. 
Craters did not always disappear with the drug dosage 
that relieved symptoms, for in several of our patients with 
gastric ulcers the craters persisted until larger doses were 
given. With the recurrence of symptoms during therapy, 
prepyloric craters developed in two patients who origi- 
nally had duodenal ulcers and in one patient who had had 
a deformed bulb. Only a few reports of such recurrences 
have appeared in the literature.° 

In spite of the large doses that we gave, we had to 
discontinue giving methantheline bromide to only one 
patient because of side-effects. In this case urinary re- 


x % 


T1213 2 
PLACEBO 


Fig. 1.—One year clinical follow-up of five peptic ulcer patients taking 
banthine.® 


tention developed. Most patients described gradual dimi- 
nution of side-effects when maintained with a given dose 
of the drug. Local gastric irritation from the tablets 


6. Brown and Collins.2* Walters, Morgan, and Beal.‘) Pickett, R. D., 
and Fisch, C.: Development of Gastric Ulcer in Patient While on Banthine 
for Treatment of Duodenal Ulcer: Report of Case, Gastroenterology 18: 
303 (June) 1951. 

7. Grimson.te Ivy.** Plummer, Burke, and Bradford.“ Hambourger, 
W. E.; Cock, D. L.; Winbury, M. M., and Freese, H. B.: Pharmacology 
of 8-Diethylaminoethyl Xanthene-9-Carboxylate Methobromide (Banthine) 
and Chloride, J. Pharmacol. & Exper. Therap. 99:245 (June) 1950. 
Hambourger, W. E.; Cook, D. L., and Green, D. M.: Antagonism of 
Cholinergic Triad by $-Diethylaminoethyl Xanthene-9-Carboxylate Metho- 
bromide (Banthine Bromide), Federation Proc. 9: 281 (March) 1950. 

8. Friedman.1° Brown and Collins.1! Lyons and Grimson.*s Asher, 
L. M.: Gastroscopic Observations on Effect of Banthine on Human 
Stomach, Gastroenterology 18:21 (May) 1951. Golden, R.: Some Clinical 
Problems in Small Intestinal Physiology: Mackenzie Davidson Memorial 
Lecture, 1950, Brit. J. Radiol. 23:390 (July) 1950. Lepree, M. J.; 
Golden, R., and Flood, C. A.: Oral Banthine, Effective Depressor of 


Gastrointestinal Motility, Gastroenterology 17: 551 (April) 1951. Chap-- 


man, W. P.; French, A. B., and Hoffman, P. S.: Multiple-Balloon- 
Kymographic Recordings of Comparative Action of Banthine (Ethyl 
Dimethyl Beta-9-Xanthene Carboxylate Ethyl Ammonium Chloride), Place- 
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encountered in a few patients was relieved when milk or 
food was given with the drug. We did not see the severer 
side-effects, such as the curare-like reaction, reported by 
McHardy and associates.*4 This may have been due to 
the fact that the series of cases was small or to the fact 
that we increased the dose of methantheline bromide 
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Fig. 2.—Gastric secretions at hourly intervals of peptic ulcer patients 
taking placebo, atropine, and banthine.® 


gradually rather than suddenly and allowed at least two 
or three days between each dose change. Little informa- 
tion is available as to long-term toxic effects of this drug, 
but no toxic effects were noted by us during 14 months of 
observation. 

We are aware that our observations are subject to 
several sources of error. Though each of our patients was 
carefully selected as being highly resistant to medical 
therapy, our series of cases was a small one. The placebo 
consisted of lactose powder with a trace of quinine; there- 
fore, it could not reduplicate the side-effects of methan- 
theline bromide. We feel that this failed to become a 
problem, however, as side-effects diminished in most of 
our patients prior to substitution of placebo, and to our 
knowledge no patient was ever aware that the substitu- 
tion had been made. 

Several theories have been advanced and much ex- 
perimental work has been done to explain the mode of 
action of methantheline bromide and other quaternary 


Fig. 3.—Free hydrochloric acid concentration at hourly intervals of 
peptic ulcer patients taking placebo, atropine, and banthine.® 


(WILLIEQUIVALENTS PER LITER) 


amines. The term medical vagotomy has been used be- 
cause of the anticholinergic action that has been at- 
tributed to them,’ and it has been claimed that methan- 
theline bromide not only decreases gastric secretion and 
delays gastric emptying in orally administered doses of 
100 mg.* but also decreases hydrochloric acid concentra- 
tion.® Our studies have confirmed the effect of the drug 
in inhibiting gastric motility and prolonging emptying 
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time, but we have not found any significant difference 
between the effects of methantheline bromide and atro- 
pine in depressing gastric secretion and decreasing hydro- 
chloric acid concentration and output when the drugs 
were given in commonly accepted doses. A general de- 
crease became apparent, however, when larger amounts 
of methantheline bromide were used. This suggested that 
further clinical studies with the use of larger doses would 
be worth while. 

Throughout these investigations a few patients con- 
tinued to secrete large amounts of free hydrochloric acid 
despite their receiving large doses of methantheline bro- 
mide. In these cases relief of pain and clearing of gastric 
craters occurred while gastric secretion and acidity re- 
mained at high levels. The mode of action of the drug was 
therefore not entirely clear to us. It seemed possible, 
however, that the marked suppression of gastrointestinal 
motility caused by the drug might be at least partly re- 
sponsible for its effect. It is felt that further studies are 
warranted to clarify the mode of action of methantheline 
bromide and related drugs. 
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Fig. 4.—Total free hydrochloric acid secreted per hour by peptic ulcer 
patients taking placebo, atropine, and banthine.® 


SUMMARY AND CONCLUSIONS 


Methantheline bromide added to an ulcer diet was 
found to relieve symptoms initially in 14 of 15 intractable 
peptic ulcer patients. These symptoms had not been re- 
lieved by a strict medical regimen, antacids, and atropine 
or belladonna. Of nine craters visualized initially, six dis- 
appeared after 2 to 10 weeks of treatment. 


During the course of a year, nine patients had recur- 
rences of symptoms and four developed craters while 
taking methantheline bromide, which indicated not only 
recurrence of ulcer activity but also development of toler- 
ance to the drug. In eight of the nine patients who had 
relapses while receiving methantheline bromide, symp- 
toms were reduced and three of the craters disappeared 
when the dose was raised; but most of the patients were 
never completely relieved of symptoms following relapse, 
and at the time of this writing only three are relatively 
symptom-free after 4 to 13 months of treatment. Thus, 
we found that methantheline bromide effectively relieved 
symptoms in the initial treatment of these intractable 
ulcers where other measures of medical therapy had 
failed. We felt, however, that it was of limited value as a 
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substitute for surgery in these cases because of the high 
percentage of relapse and the development of tolerance 
to the drug that occurred during 14 months of observa- 
tion. 


The dosage of methantheline bromide had to be in- 
dividualized, as the amount necessary for relief of symp- 
toms varied greatly and was frequently higher than the 
commonly accepted one of 400 mg. a day. Dosages as 
large as 1,800 mg. a day were tolerated with minimal 
side-effects when the dosage was raised gradually, but 
a pronounced urinary retention occurred in one patient 
when his dosage was raised rapidly. Delayed toxic effects 
were not encountered in this series. 

The mode of action of methantheline bromide in these 
cases is not clearly understood, as the drug did not ap- 
preciably diminish the volume of gastric secretion or 
acidity as compared to atropine in commonly accepted 
doses. When the dose was raised, most patients had a 
marked reduction in volume and acidity, but a few con- 


260 OF A MIL AND CREAM MUFTURE AND 1/2, OUNCE OF Geuwsi EVERY HOUR 
(WILIEQUVALENTS PER_LITER) 


WITH 100 M6. BANTHINE” (2 HR. AFTER ADMINISTRATION) 


WITH 200 MG. BANTHINE (2 HR. AFTER ADMINISTRATION) 
= CONSTANT ORIP OF MILK AND GREAM AT THE RATE OF 120 ce. PER HOUR 
WITHOUT BANTHINE® 
WITH 100 MG. BANTHINE®(2 WR, AFTER ADMINISTRATION) 


—— 


2 
WITH 200 Me, (2 HR, AFTER ADMINISTRATION) 
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Fig. 5.—Free acid concentration in 10 patients on ulcer regimens with 
and without banthine.® 


tinued to produce large amounts of hydrochloric acid 
though relieved clinically of ulcer symptoms. The action 
of methantheline bromide in inhibiting gastric and small 
bowel motility was striking and may in part explain its 
effect. 


7300 York Rd. (29) (Dr. Liebowitz). 


Antibiotic Antagonism.—It is impossible to state that any given 
pair of antibiotics is generally “synergistic” or “antagonistic.” 
It would be completely misleading to claim that drug A should 
not be administered with drug B because of interference, or that 
drugs C and D should be given together because of synergism 
unless reference is made to a specific strain of bacteria. The 
evidence presented proves that a given pair of drugs may be 
synergistic when acting on one organism and antagonistic when 
acting on another. This applies not only to different species, but 
even to different strains of the same species of bacteria. The 
fundamental reasons for these differences in behavior are prob- 
ably linked with basic features of bacterial physiology and will 
not be understood until the mode of action of the individual 
antibiotics is known.—E. Jawetz, M.D., J. B. Gunnison, J. B. 
Bruff, M.D., and V. R. Coleman, Studies on Antibiotic Syner- 
gism and Antagonism, Journal of Bacteriology, July, 1952. 
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TESTS FOR DETERMINING HEARING IMPAIRMENT AND DISABILITY 


ANALYSIS OF PURE TONE AND SPEECH TESTS FOR CLINICAL AND COMPENSATION PURPOSES 


Edmund Prince Fowler, M.D., New York 


Recent attempts to revert solely to speech testing for 
determining the percentage of deafness in persons for 
compensation purposes and to get away from pure tone 
testing entirely impel me to set forth the facts, as I see 
them, concerning this matter. For a number of reasons 
it is difficult to estimate the over-all loss of hearing 
capacity by the use of speech tests alone. For one thing, 
each of the three major categories of deafness must be 
handled differently. These categories, in the order of 
simplicity of understanding, are (a) impedance deafness, 


neural deafness, and (c) cortical deafness. Any 


one, or two, or all three categories may be, and fre- 
quently are, encountered in a single person. Speech tests 
fail to differentiate these types of deafness as well as pure 
tone tests do. The threshold air and bone conduction 
audiograms are essential for diagnosis, and as yet they 
are the only universally repeatable hearing tests that have 
been devised. Without the bone conduction audiogram, 
the air conduction audiogram is diminished in value so 
that it is only a little more useful than the better speech 
tests. 

Until a diagnosis is made, it is not known whether the 
deafness in question is due to an impedance lesion, a 
neural lesion, or a psychic or cortical lesion. The thresh- 
old air and bone conduction and above-threshold pure 
tone audiograms, when properly interpreted in view of 
the patient’s history and physical criteria, will usually 
reveal not only the cause and the prognosis of his deaf- 
ness but also the probable effects of treatment. Further, 
the benefits derived from hearing aids, as well as the 
fatigue reactions occasioned by them and by vocational 
noise, may thus be ascertained. Comparable information 
cannot possibly be obtained solely from speech tests, 
yet it is essential that all of these factors be studied and 
interpreted for a proper diagnosis of the patient’s hear- 
ing loss. Any estimate of such loss or disability that is 
based routinely on threshold audiograms alone is there- 
fore obviously unfair, unrealistic, incomplete, and pos- 
sibly misleading. To omit or disregard that part of the 
diagnosis obtained from the patient’s history and physi- 
cal criteria is absurd, and yet many lawyers, judges, and 
some physicians working with compensation cases seem 
to believe that an accurate diagnosis can be made despite 
such omission. The usual demand calls for a single per- 
centage figure for each ear separately, and it is then ex- 
pected that compensation can be obtained on the basis 
of combining the percentage losses in both ears. 


Read at the Meeting of the American College of Surgeons, Atlantic 
City, N. J., Feb. 12, 1952. 

1. (a) Impedance deafness (more properly, sound impedance deafness) 
is usually called “conduction” or “obstructive deafness.” By most phy- 
sicians it is envisioned as an external auditory canal or middle ear 
deafness. (b) Neural deafness, commonly called “nerve” or “preceptive 
deafness,” is due to lesions in the neural mechanism of hearing anywhere 
from the end organ (the hair cells in the cochlea) to the cortex of the 
brain. The auditory nerve itself does not perceive sound, nor is it 
usually involved etiologically. (c) Cortical deafness is an inability to 
adequately sense and understand sound and is not necessarily an in- 


_ ability to hear it. 


The hearing loss in both ears should be obtained 
separately, but they must be combined and adjusted to 
determine the over-all binaural hearing capacity. There 
are entirely too many poorly understood and variable 
factors in speech to use it directly as a universal test 
material. Some of the factors that modify the under- 
standability of speech are language training, education, 
intelligence, memory, attention, familiarity with tonal 
spacing, peculiarities in pronunciation and accent, clarity 
of enunciation, and constitutional differences in the hear- 
ing of speech. The loudness of the speech may be, and 
usually is, less important than its clarity, speed, famil- 
iarity, and enunciation. 

How much, then, should speech hearing be considered 
in compensation cases? It is often assumed, though 
erroneously, that the understanding of speech is the only 
important auditory function. To be sure, in most occupa- 
tions the hearing of speech is of primary importance, but 
in a few trades it is secondary to just plain sound hearing. 
For instance, in piano tuning pure tone hearing and dis- 
crimination are paramount, while in telegraphy the 
hearing of clicks is the chief consideration. On the 
other hand, in a noisy vocation impedance deafness may 
actually protect the worker from the masking, fatiguing, 
and harmful effect of noise. Therefore, the relative impor- 
tance of speech in a claimant’s work should be weighed 
carefully by the compensation boards. 

Should the use of a hearing aid, even when it is worn 
with advantage, be considered in assessing compensa- 
tion? I do not believe so. The hearing aid, though usually 
of great value, is of little or no use in some types of 
deafness. If the benefit derived from a hearing aid is 
deducted from the loss of basic capacity to hear speech, 
it will complicate the task of estimating proper compen- 
sation. After all, the hearing aid is not infallible, for it 
may go dead unexpectedly or be improperly adjusted. 
In any event it is only a partial aid to over-all hearing 
and is useless for great distances. In very noisy environ- 
ments its use may actually be contraindicated as being 
harmful. If less compensation is provided because of the 
use of a hearing aid, many deaf workers who would other- 
wise use one, and so help to rehabilitate themselves, will 
not do so. These things should be given consideration. 

I have briefly called attention to a few of the factors 
involved in testing the hearing, in order to show that no 
one simple method of testing will be universally adequate 
for estimating either hearing capacity or the loss of hear- 
ing capacity for speech. Every case will vary from any 
other in some respect; therefore, the disabilities suffered 


* will vary, even though threshold tests for either pure 


tones or speech may appear to be similar. The focus is, 
however, on the hearing for speech, as it usually should 
be. Thus it is always advisable to include speech tests in 
an examination by testing the distance that moderately 
loud speech is adequately heard or, with recorded speech, 
the intensities necessary for a useful understanding of 
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speech. Speech tests should always be compared with 
the audiometric threshold and over-threshold measure- 
ments of the frequencies most useful in speech. When 
discrepancies between the pure tone and speech tests 
occur, the reason is either faulty or incomplete examina- 
tion, psychic factors, or malingering. When the patient 
has a desire for employment or discharge or for com- 
pensation or damages, he consciously or unconsciously 
tends to minimize or overaccentuate his hearing ability, 
as the case may be. Also, the insurance agency, the 
union, the employer, and the otologist will be influenced 
by their differing objectives and desires for the truth. 

In impedance deafness almost any of the current 
audiometric methods will enable one to produce fairly 
reliable estimates of hearing loss or hearing capacity, 
because the losses for the varying loudness patterns are 
linear. The threshold audiogram shows accurately just 
how loud a sound must be in order to be heard and, in 
most instances, just how much amplification is needed 
to bring the hearing up to satisfactory levels for both near 
and far speech hearing. There is no distortion except that 
which is always present when loud amplifications of 
sound are heard, because all frequencies are increased in 
loudness in fairly proper proportion. Nevertheless, peo- 
ple vary in their acceptance of the theoretical magnifica- 
tions indicated. Patients with bilateral hearing losses of 
30 to 40 db. in the frequencies above 500 may sometimes 
hear the commonly used, moderately loud testing voice 
at 20 ft. When this is the case, their lower tones are little 
ifany depressed. This enables them to sense the presence 
and loudness of speech very well; but if they do not 
possess the ability to utilize the faint high sounds of 
speech, they can only guess words and phrases by their 
low tone and cadence patterns. 

In neural deafness no simple method will enable one 
to produce a reliable estimate, because the above-thresh- 
old losses, unlike those in impedance deafness, are not 
linear. The outstanding factor in nonlinearity is the 
pathophysiological phenomenon called “recruitment of 
loudness,” or, briefly, “recruitment” (fig. 1). Recruit- 
ment is pathognomonic of neural deafness. If one does 
not test for recruitment, there is no certainty of determin- 
ing whether the neural mechanism is at fault, unless the 
hearing is either normal or totally destroyed. Recruitment 
explains the failure of people with uncomplicated neural 
deafness to readly recognize a moderate lowering in their 
hearing for most of the near sounds, because it automati- 
cally increases the sensation of loudness of sounds over 
threshold manyfold. The increment of loudness with in- 
creasing intensity is much greater than that obtainable 
in an ear with impedance deafness or in a normal ear; 
that is, with a loss of 20 db., a sound that would be 
sensed as 45 db. in intensity in a normal ear may appear 
quite as loud when heard by a deafened ear. With a loss 
of, say, 60 db., sounds of 80 to 90 db. may seem quite 
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It is possible to establish a threshold for the intensities 
of the frequencies most important for the understanding 
of speech. This is accomplished in the threshold air con- 
duction audiogram. The frequencies usually chosen for 
this purpose are 500, 1,000, 2,000, and 3,000 or 4,000. 
It is also possible to determine directly the over-all in- 
tensities necessary for the recognition of certain speech 
sounds. This is accomplished by the articulation per- 
centage score of extensive phonetically balanced lists of 
words. If numbers or spondee lists are used for this pur- 
pose, what is really obtained is the intensity required for 
the vowels and lower speech frequencies, because num- 
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Fig. 1.—Chart showing recruitment of loudness in left ear at the fre- 
quency of 2,048. In the “ladder graph’”’ at top, the right ear is normal 
and the left ear is down 60 db. at 2,048. When the loudness was increased 
10 db. over threshold in the left ear, it required 40 db. over threshold 
intensity in the right ear to balance it; and when it was increased still 
another 10 db. to 80 db. in the left ear, it required 70 db. in the right 
ear to balance it in loudness. A sound of 90 db. intensity was heard 
equally loud in both ears. The lower chart illustrates the initial and 
diminishing increment of recruitment with intensity in the neurally 
deafened left ear as compared with the normal hearing ear. 


bers and spondee lists are made up of a preponderance 
of the low sounds. Naturally, such determinations will not 
necessarily agree with either the audiometric pure tone 


y as loud, and sometimes even louder, than they do to an measurements or the capacity of the hearer to hear other 
d Opposite normal ear. However, the frequency of such sounds. 

x sounds is changed, the tonal clarity is diminished, and If the unmonitored voice is used, it is practically im- 
4 the sounds of speech (vowels, sibilants, and breath possible for the tester to avoid either raising his voice 
e noises) are affected to differing degrees, because speech when increasing his distance from the listener or lower- 
| sounds vary from one another in frequency and intensity. ing his voice when approaching him. With the aid of a 
4 In consequence, speech is sensed quite differently from sound meter in a soundproof room or a very quiet place, 


the normal. the tester’s voice may be somewhat controlled. A sound 


y 
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meter measures the over-all loudness of the speech em- 
ployed, plus the loudness of any environmental noise. In 
an ordinary room not only the speaker’s voice but also 
the meter will be affected by the loudness of environ- 
mental noises. Therefore, the over-all loudness, as 
usually considered, does not necessarily correspond with 
the loudness patterns received by the listener. Even 
though the hard-of-hearing listener does not hear, or is 
not conscious of, the environmental noise, such noise is 
added to any other sounds he is hearing. Moreover, even 
a meter does not measure the clearness of articulation 
or the tonal peculiarities of the speaker. The recorded 
voice overcomes some of these variables but adds others 
of its own. The crux of the matter is that every voice 
varies, so that both speech and hearing are different in 
noisy, quiet, or soundproof enclosures. The hearing 
varies even more than normally when one or both ears 
are deafened to similar or differing degrees. 

There is no such thing as an over-all threshold for 
speech. One may recognize voice sounds as speech but 
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use of the auditory tracts and centers, the ear, like the 
eye, will lack the ability to fully orient the brain by the 
sensations transmitted to it. There may then be a deafness 
from non-use comparable in some respects to faulty 
vision from non-use of an eye. 

A person incapable of conscious hearing (i. e., no 
recognition of a sound), although his ears and nerves are 
normal, has cortical deafness, which is comparable with 
cortical blindness. If he can hear but cannot recognize 
sounds, he has mind deafness (auditory agnosia), which 
is comparable with mind blindness. If a person can hear, 
recognize, and even mimic, but cannot understand the 
meaning of, the spoken word, but can understand other 
sounds, he has word deafness, which is comparable with 
word blindness. Speech tests are necessary in detecting 
and diagnosing such types of deafness in those who have 
acquired language; but to use speech to determine varia- 
tions from some average normal threshold would be 
difficult, if not impossible, even in such instances. In 
these categories of deafness the pure tone tests are useful 

for determining the loss of capacity to 
hear the speech frequencies but are in- 


war hb... adequate for determining degrees of 

DATED. hearing loss for speech. It may seem su- 

256 10242048 4096 6192 perfluous to discuss these factors, but I 

sie 4.6 occur in varying degrees in the domi- 

20 23.5. nant auditory areas, usually with other 

30 sensory aphasias. Conditions in employ- 

can sometimes cause them, either 

ai CAPACITY TO WEAR SPEECH through trauma or even through emo- 

O25 I think I have made it clear that a 

70 = quantitative estimation of the loss of 

capacity to hear speech cannot be ob- 

“a € E.PF reliable percentage estimate of disability 

cannot be thus obtained. What the speech 


INSTRUCTIONS: Plot the hearing losses by air conduction for each ear at the four frequencies ~hown, and con- Po a i es 
nect contiguous points by straight lines. (solid for right—broken for left) The per cent loss assigned to each tests determine is the ability and willing- 


interval is the figure immediately above the horizontal line. Set down these figures in the four spaces under right 
and Ieft ear. in the columns to the right of the chart. Add each column and compute the binaural per cent loss of 


capacity to hear speech, as indicated. 


Fig. 2.—American Medical Association audiogram and hearing loss chart. 


be unable to understand what is spoken. A person may 
hear all the frequencies important. for speech and may 
have a hearing loss of only 30 to 40 db., yet he may not 
understand a word that is spoken in either a moderate 
or loud voice. Hearing is too often confused with under- 
standing. If, in the presence of perfect or moderately 
good hearing, speech is not understandable, a cortical 
deafness is suspected. In babies and young infants such a 
situation is normal. Cortical deafness may include psy- 
chic and hysterical deafness and also, in a sense, ma- 
lingering. Malingering is not a true deafness but an 
attempt to simulate or fake deafness. It must be kept in 
mind that persons hear not only with their ears but also 
with their brains. The more complicated the testing 
sounds (as in speech), the more important is the brain. 
Some persons hear and understand simple words but 
are only partially able to grasp their meaning when put 
into sentences. Without proper functioning of the cortical 
hearing speech center, there is no hearing for speech, no 
matter how perfect the nerve and peripheral ear mecha- 
nisms may be. Without development and training and the 


ness of the hearer to interpret the sounds 
of speech that he hears, not just his ca- 
pacity to hear the speech sounds. The 
old saying, “Grandma can hear if she wants to hear,” 
is often true. It often happens that a person does not use 
his full capacity to interpret the sounds of speech. Only 
threshold and above-threshold pure tone determinations 
show the capacity to hear the most important frequencies 
of speech and the loudness with which they are heard at 
various decibel levels above threshold. Without these 
measurements there is no dependable basis for obtaining 
quantitative data. 

The official American Medical Association chart 
(fig. 2) for determining the binaural percentage loss of 
capacity to hear speech employs, within 1 or 2%, my 
own weighting figures for the sum of the percentage 
losses at the four important frequencies for speech. These 
weighting figures are as foliows: 


Per cent of importance........... 15 30 40 15 (my weight 
ing figures) 


On the chart the hearing losses by air conduction for each 
ear are plotted at the four frequencies. The percentage 
loss assigned to each is the number printed just above 


Weighted Decibel Loss—Poorer Ear 
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the horizontal line at each frequency. These percentage 
losses for the right and left ear are placed in the columns 
for the right and left ears respectively. Each column is 
added, the total for the better ear being multiplied by 7, 
that for the poorer ear by 1. These sums are added and 
divided by 8. The quotient will be the over-all binaural 
percentage loss of capacity to hear the speech frequen- 
cies. 

It will be seen that printing the percentage figures on 
the audiogram chart obviates the necessity of multiplying 
the losses at each frequency by the weighting figure, but 
it necessitates multiplying the losses in the better and 
poorer ears by the fixed ratio of 7 to 1, these figures sup- 
posedly representing the relative importance of the bet- 
ter and poorer ears respectively. It also necessitates 
dividing this sum by the number 8 as shown on the chart. 
This method therefore gains little if anything in simplicity 
over my complete method on which it was based. It 
uses a fixed ratio and not a changing evaluation of the 


Table for Estimating Percentage Loss of Capacity for Hearing Speech in Monaural and Binaural Deafness 
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weighted decibel loss is used to obtain the percentage loss 
of capacity by drawing a vertical line from the weighted 
decibel loss figure of the better ear and a horizontal line 
from the weighted decibel loss figure of the poorer ear. 
The figure at the point of intersection of these two lines 
will be the binaural percentage loss. 

Allowances for neural deafness are based upon the 
bone conduction losses and the recruitment phenom- 
enon. Bone conduction losses at any frequency, if less 
than 15 db., are not included in the calculations, because 
the increases in loudness for over-threshold sounds in 
small amounts of neural deafness make up for the eleva- 
tion of the threshold. In neural deafness there is a slight 
but diminishing helpful effect on the hearing from 15 db. 
up to about 35 db. When neural losses are over 40 db., 
although recruitment is present, its increment is less and 
there is an increasing detrimental blurring effect with 
intensity. Both of these effects are incidental to the 
presence of the recruitment phenomenon. (Figure 3 


Weighted Decibel Loss—Better Ear 
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Percentage Loss of Capacity 
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Recruitment Factor 
Apply corrections before averaging 
A. C.* losses 
Subtract from A. C. loss, 
for B.C. loss <lidb., 
1 


> 


Add to A. C. loss, 
for B.C. loss = 45 2 
5 


| 
| 
| 
| 
| 
| 
| 
| 
| 
| Over 50 
| Weighted decibel loss is the sum of the 
| corrected A.C. losses at the following fre- 
| quencies, times the corresponding pereentage 
| factors: 512 1,024 2,048 4,096 
15% 30% 40% 15% 

| The percentage loss will be indicated at 
| the intersection of a vertical line from 

weighted decibel loss in better ear with a 
| horizontal line from weighted decibel loss 
| in poorer ear. 
| 
| 


(Test in a soundproof room) 


* A. C. indicates air conduction, and B. C., bone conduction. 


importance of the hearing in the better and poorer ears 
according to the amount of their percentage losses and 
their difference in percentage loss in capacity.’ 

This A. M. A. modification of my method was adopted 
in spite of my objection. As expected, it has only been 
proved accurate for certain impedance deafness lesions. 
It does not include calculations for, and therefore is not 
accurate for, many types of neural deafness. My method 
(see table) includes all of the items found in compensa- 
tion cases (items that I have indicated as necessary), but 
the method was not adopted in its entirety because it 
was thought by some otologists to be too complicated. 
If, as it should be, a diagnosis is first made, the procedure 
is then no more complicated for impedance deafness 
testing than the A. M. A. method, and for neural deafness 
only slightly more so. 

For each frequency the air conduction decibel loss, 
corrected when indicated by the allowance for neural 
deafness, is multiplied by the weighting figure. The over- 
all weighted decibel loss is the sum of the corrected air 
conduction losses at the four frequencies. The over-all 


shows this graphically.) If the bone conduction is dimin- 
ished and there is no recruitment present, the bone con- 
duction losses need not be taken into consideration, 
because they are then misleading, due either to faulty 
technique in testing, especially to improper masking, or 
to labyrinth window or labyrinth fluid impedance factors 
rather than a neural deafness. In total deafness, although 
there is no recruitment in the dead ear, there may be 
shadow recruitment from the opposite hearing ear, and 
this will certainly be the case when the opposite ear is 
masked. 

It will be noted that my method obviates the necessity 
of using any fixed ratio. Moreover, there is no reason to 
use any multiplication to establish the relative impor- 
tance of the percentage of capacity loss in the two ears, 
because the table takes care of this automatically. Even 
the necessity of multiplying the decibel loss at each fre- 
quency by the weighting factor may be avoided by in- 


2. Fowler, E. P.: The Percentage of Capacity to Hear Speech and 
Related Disabilities, Laryngoscope 57: 103-113 (Feb.) 1947. 
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corporating this in a table or by printing the percentage 
losses on the audiogram chart as was attempted after a 
fashion on the A. M. A. chart. 

I should point out that the A. M. A. chart percentage 
figures were diminished to take care, in part, of small 
losses by neural deafness. I wish also to point out that 
iG when bone conduction is down 50 db. or more at any 
frequency, the A. M. A. figures may be utilized to make 
corrections for such losses by neural deafness; in fact, 
all that is necessary is to add the correction for the 
recruitment factor at each of the frequencies where bone 
conduction is down 50 db. or more, then add the columns 
for each ear. This will give a weighted decibel loss to use 


Be with my table. The addition is thus made simple, as it 
a entails only the number 5. This use of the A. M. A. 
Ls audiogram figures obviates the necessity of using recruit- 
. ment for the small losses by bone conduction (losses up 
a to 35 db.) and provides the basis for calculating the cor- 
° 
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. Fig. 3.—This chart illustrates the allowances and deductions made for 

; the recruitment factor according to the amount of neural deafness as 

i determined by bone conduction in author’s original method; also the gain 
in loudness needed to obtain 30 db. over threshold in neural deafness as 
compared to that needed in sound impedance deafness. 


rected decibel losses in neural deafness. My table gives 
the over-all answer. Can anything be simpler than this 

and still be accurate? I think not. 
I also worked out, as shown herewith, a variable 10 
to 1 ratio method for determining binaural loss in 
a capacity to hear speech, using the A. M. A. table, that 
_ gives a far better estimate than the unchanging ratio of 
| 7 to 1. The three-step method is as follows: Use the 
A. M. A. audiogram chart, but for calculation: (a) mul- 
tiply percentage loss in better ear by 10; (b) multiply 
percentage loss in poorer ear by 1/10 of loss in better 
ear (if loss in better ear is less than 10%, multiply by 1); 
(c) add (a) and (b) and divide by sum of the multi- 
pliers. The resulting figure is the binaural percentage loss. 
If, in an unequal binaural loss of hearing, the latest 
A. M. A. chart with its unchangeable 7 to 1 ratio is com- 
pared with the same chart using my variable ratio, the 
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results in a patient showing a loss in one ear of 50 db. 
(54% ) and in the other of 65 db. (80%) would be, in 
impedance deafness, as follows: 


Using ratio of 7 to 1 


8 458.0 


Using a ratio of 10 to 5.4 (which is 1/10 of loss in better ear) 


50 db. weighted loss = 54% X 10.0 = 540.0 
65 db. weighted loss = 80% K 5.4 = 432.0 
15.4 |972.0 


63.1% 

Using my original method and table (with no ratio), 
the result in impedance deafness would be 66%; how- 
ever, in neural deafness it would be 73%. Both of these 
figures surely are nearer the truth than the figures ob- 
tained by the A. M. A. 7 to 1 ratio method. No wonder 
my prediction proved true that the A. M. A. hybrid of 
my method would not be satisfactory. If it is desired to 
calculate the percentage loss of capacity in each ear 
separately, the figures in my table from zero to 100% 
on the 45 degree line running from the left upper to the 
lower right corner will enable this to be done. It is 
absurd, however, to calculate over-all hearing losses in 
this way; for instance, if each ear is down 50% in hear- 
ing capacity, the total loss by such a calculation would 
be 100%, whereas as a matter of fact there would be 
only a 54% loss, or slightly more than a 50% loss in 
capacity for hearing the speech frequencies (in im- 
pedance deafness). 

Critics say that my method was not scientifically 
worked out. When these critics are asked how they would 
do this, they reply that they would make a survey of 
deafened folk in various categories of hearing loss to 
ascertain if my figures are correct. This is precisely what 
was done, using 361 hard-of-hearing and normal-hear- 
ing persons. It was revealed that for the relative im- 
portance for near, far, and telephone speech, the esti- 
mates obtained from both groups coincided closely. Also 
a survey was made in many business offices as to the 
number of hours each category of speech was used and 
listened to. I should mention that the National Research 
Council Committee on Hearing has recommended a 
method for use by the Veterans Administration that is 
basically the same as mine. The recruitment factor is 
compensated for, however, only by heavy weighting for 
the important high tones in speech, in spite of the fact 
that high tones may also be severely depressed by im- 
pedance lesions. If there is neural deafness for the lower 
tones (as in Méniére’s disease), this method, like Dr. 
Glorig’s table that uses it, will in certain instances result 
in improper compensation for the disabilities suffered. 

The objective of the otologist should be to furnish the 
facts (the disability suffered). Using the facts, the legis- 
latures and the courts should determine the allowances, 
and the compensations therefore, that are to be assigned 
to the different degrees of hearing loss according to job 
analysis. Also, though this point is usually ignored, hear- 
ing loss should always be determined in relation to the 
prior state of the hearing. This means that the hearing 
should be tested on both entering and leaving employ- 
ment. To do this would require less work than most 
questionnaires. 
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Otologists should see to it that compensation for deaf- 
ness is no less adequate than that provided for other 
disabilities. A total loss of hearing in both ears, for in- 
stance, should be rated at a higher level than the loss of a 
foot; yet, in the New York State Workmen’s Compensa- 
tion Law a total loss of hearing for both ears is rated at 
150 weeks, while the loss of a foot is rated at 205 weeks, 
an arm at 312 weeks, and a single eye at 160 weeks. 
The comparative allowance for deafness is manifestly 
absurd. It is my opinion that a total loss of the use of 
both ears should be rated at about two-thirds of the 
present total disability allowance given for death, total 
blindness, or the loss of two limbs. The placing of total 
deafness in a much lower bracket than that for a foot 
or a hand indicates that those who have written the com- 
pensation laws have little or no conception of the physi- 
cal and psychological impacts of deafness, and it be- 
hooves us as physicians to set them straight. 

140 East 54th St. (22). 


CLINICAL NOTES 


WOLFF-PARKINSON-WHITE SYNDROME AND 
PAROXYSMAL TACHYCARDIA IN INFANCY 


REPORT OF A CASE 


W.J. Gleckler, M.D., San Mateo, Calif. 
and 


James V. M. Lay, M.D., Sherman, Texas 


The syndrome of anomalous atrioventricular excita- 
tion, more commonly known as the Wolff-Parkinson- 
White syndrome, is an electrocardiographic entity that 
has been the subject of much discussion in recent years. 
Up to the present, however, only a few cases have been 
reported of this condition in infants. This conduction de- 
fect seems to predispose the patient to attacks of parox- 
ysmal tachycardia, which are of a more serious nature in 
infants than they usually are in adults. For these reasons, 
we wish to report a case of paroxysmal supraventricular 
tachycardia in a 4-month-old infant in whom the electro- 
cardiogram made on cessation of the arrhythmia showed 
the presence of the Wolff-Parkinson-White syndrome. 


REPORT OF A CASE 


A 4-month-old baby girl, weighing 11 Ib. 6 oz. (5.17 kg.), was 
brought to St. Vincent’s Hospital at 10 a. m., May 2, by her 
parents, because of weakness, pallor, and failure to nurse. Until 
24 hours earlier, she had seemed to be a healthy baby. The night 
before admission she had suddenly begun to cry weakly and was 
found to be extremely pale and to be breathing rapidly. She re- 
fused all feedings, became restless, vomited several times, and 
seemed seriously ill. When her weakness seemed to be increasing, 
the parents sought medical care for her. 

At birth she had appeared perfectly normal, weighing 6 Ib. 
10 oz. (2.98 kg.). The pregnancy had been uneventful, and the de- 
livery was spontaneous. There had been no cyanosis, jaundice, 
respiratory distress, feeding difficulties, or other complaints, and 
she had gained weight regularly. There was no familial disease. 
The mother recalled that once previously, about one week before 
admission, the baby had suddenly become weak, restless, and 
pallid, but the episode was short, and the baby seemed normal 
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within an hour. Forty-eight hours before the onset of the present 
illness she had been given a routine inoculation with diphtheria 
and tetanus toxoids and pertussis vaccine. 

Examination showed an acutely ill, pale infant, with cyanosis 
of the lips and fingertips, covered with cold prespiration. She 
was breathing rapidly, with an expiratory grunt, and at intervals 
uttered a weak cry. The skin turgor was normal, and the fon- 
tanelles were neither bulging nor depressed. The eyes, nose, 
mouth, and ears were normal, but some distention of the neck 
veins was evident. In both pulmonary bases there were numerous 
crepitant rales, and the respiratory rate was 42 per minute The 
heart rate was too rapid for counting and was very regular. No 
murmurs or thrills were detectable; on percussion, the borders 
seemed a little wide. The abdomen was only slightly distended, 
but the liver was moderately enlarged, the edge being palpable 
four fingerbreadths below the right costal margin. The external 
genitalia and extremities were normal. A pulse could not be felt 
at the wrists, and only a faint pulsation was palpable over the 
femoral vessels. An electrocardiogram was made and routine 
laboratory studies begun, and the baby was placed in an oxygen 


Fig. 1.—Electrocardiogram made immediately after patient’s admission 
to the hospital. 


tent. At 11 a. m., 0.15 mg. of lanatoside-C was given intramuscu- 
larly. The oxygen therapy seemed to produce slight temporary 
improvement, since the cyanosis diminished, but by 3 p. m. there 
was considerable pulmonary congestion, with hyperpnea and 
more profuse rales in the lung bases. Another 0.15 mg. of lanato- 
side-C was given at this time, because the heart rate continued 
to be extremely rapid. 

At 7 p. m. great improvement was evident. The baby nursed 
for the first time in 30 hours, and the pallor and cyanosis had 
disappeared. The respiratory rate was 30, and the rales were less 
in evidence. The heart rate was 140 beats per minute occurring at 
regular intervals. From this point on, the baby made a rapid re- 
covery, and no more lanatoside-C was given. The rales, hepato- 
megaly, and venous congestion disappeared within 48 hours. 
Laboratory studies showed 4,100,000 red blood cells per cubic 
millimeter, 11 gm. of hemoglobin per 100 cc. (acid hematin 
method), and 15,600 white blood cells per cubic millimeter, with 
75% polymorphonuclears and 25% lymphocytes. Chest roent- 
genograms, taken in the posteroanterior and both oblique posi- 
tions two days after admission, showed the cardiac silhouette to 


From the medical service of St. Vincent’s Hospital, Sherman, Texas. 
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be normal in size and configuration. During subsequent observa- 
tion over a 10 month period, no attacks of tachycardia occurred. 
There has never been evidence of organic heart disease. 


The first electrocardiogram made is shown in figure 1. 
The ventricular rate is seen to be 265 beats per minute 
occurring at regular intervals. There is slight right axis 
deviation, but the ventricular complexes do not seem 
greatly deformed, indicating that this is a supraven- 
tricular tachycardia. The tracing in figure 2 was made 
the next day after cessation of the arrhythmia, 24 hours 
after admission and 20 hours after the last dose of 
lanatoside-C was given. It shows the characteristic fea- 
tures of the Wolff-Parkinson-White syndrome: (a) 
shortened P-R interval and (b) widened QRS complex, 
occurring oftenest with slurring of the upstroke of the R 
wave.' Though evident in all leads, these features are 
most clearly seen in V4 and V;, in which the P-R interval 
is 0.08 sec. (the normal being not less than 0.12 sec.) 
and the duration of the QRS complex is 0.11 sec. (the 
normal in infancy being probably 0.05 to 0.06 sec.*). 


Fig. 2.—Electrocardiogram made after cessation of the arrhythmia, 24 
hours after patient’s admission to the hospital. 


There is a striking slurring of the upstroke of the R wave 
in these leads. The slurring and widening of the QRS 
complex, with normally appearing P waves, indicate the 
presence of the Wolff-Parkinson-White syndrome instead 
of nodal rhythm. Several subsequent electrocardiograms 
have been identical to that illustrated in figure 2. 
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COMMENT 

On admission, this infant showed the typical clinical 
picture of collapse and congestive heart failure that has 
been ascribed to supraventricular tachycardia occurring 
in infancy.* In such attacks of paroxysmal tachycardia in 
infants the ventricular rate is commonly very high. 
Several cases have been reported in which ventricular 
rates of over 300 per minute occurred, and Silverman 
and Race recorded a fatal case in which the rate was 
365 per minute.‘ It has been shown that cardiac output 
progressively diminishes with an increase in the ven- 
tricular rate above 180 per minute, presumably be- 
cause of shortened diastolic filling time. In addition, 
myocardial efficiency may be diminished by a reduced 
coronary flow due to the shortening of the diastole and 
the frequently accompanying arterial hypotension.° Car- 
diac dilatation, pulmonary congestion, and advancing 
signs of congestive heart failure commonly appear within 
hours of the onset of paroxysmal tachycardia in infants 
and may lead to death if the arrhythmia is not controlled, 
The sudden onset of weakness, pallor, profuse perspi- 
ration, cyanosis, vomiting, refusal to nurse, occasionally 
fever, and signs of congestive heart failure in an infant 
with a heart rate greater than 180 per minute, often 
occurring in the absence of organic heart disease, are the 
usual clinical manifestations of the syndrome. 

Various methods of treatment have been recom- 
mended. Among those oftenest advocated are vagal 
stimulation by carotid sinus pressure; administration of 
quinidine sulfate, methacholine chloride, or digitalis; 
and stellate ganglion block.* Hubbard treated nine in- 
fants with injections of a digitalis preparation (digi- 
folin®), with good results in all *; Fan and Wegman ‘ and 
Taran and Jennings* also recommend digitalization. 
Kimball’s and Burch’s ° patient did not respond to digi- 
talis therepy, however, and Phillipsborn and Gibson 
failed to help their patient with digitalis, finally stopping 
the arrhythmia by treatment with acetylcholine bromide 
given intravenously.’° Limper prevented recurrences of 
the paroxysmal tachycardia in her patient, a newborn 
infant, with regular doses of quinidine and elixir of 
phenobarbital, after digitalization had failed."* In short, 
while most observers recommend administration of digi- 
talis at the onset of the tachycardia, it has been necessary 
to use other drugs to control some cases, and a number 
of deaths have been reported despite all treatment.” 

The Wolff-Parkinson-White syndrome was originally 
described by Wilson,'* but it was only clearly described 
as an electrocardiographic entity by the authors for 
whom it has been named, in 1930, when they reported 
11 cases.‘‘ Richmond and co-workers,!* Kimball and 
Burch,° Lindgren,** and Schieve have each recorded a 
case seen in an infant. Undoubtedly, more cases will be 
reported as the practice of making electrocardiograms 
of infants becomes more widespread. One measure of the 
incidence of this anomaly of conduction is reported by 
Reed, Langley, and Utz,'* who state that of 6,900 pa- 
tients in a United States naval hospital on whom tracings 
were made, 8 had the Wolff-Parkinson-White syndrome. 
The syndrome may occur in persons with normal, dis- 
eased, or congenitally deformed hearts, although it oc- 
curs oftenest in those with normal hearts. 


sl 
a 
Vi 
p 
0 
vi 
= us 
is 
ig 
is 
P 
te 
in 
suc 
pal 
Infai 
V2 V4 Vs Bror 
You 
12 
13. 
of tl 
i 16: 
14, 
with 
Tach 
15. 
Park: 
16. 
Old | 
17. 
Parki 
18, 
Cases 
with 
Preco 
19. 
Of th 
20. 
Assoc 
Study 
21. 
Demo 
Ventr 
Am. | 
22, 
sfams 
An A 
1946, 
23. 
Saund 


$2 


Vol. 150, No. 7 


There have been numerous theories regarding the 
origin of the syndrome, but most authors have postulated 
as its cause the presence of one or more direct muscle 
bundle connections between the auricles and ventricles. 
These muscle bundles are presumed to act as bridges 
through which the activation wave may directly enter the 
ventricular myocardium from the auricles without the 
delay that occurs normally in the passage of the acti- 
vation wave through the atrioventricular node. This 


. short circuiting effect produces the short P-R interval 


and the slurred upstroke; it is supposed that the acti- 
vation wave proceeds at the same time by the normal 
path through the atrioventricular node as well, and that, 
on its arrival in the bundle branches, subsequent acti- 
vation of the ventricular myocardium progresses in the 
usual fashion. Thus the latter part of the QRS complex 
is frequently of normal configuration. The P-R interval 
is shortened by the same amount that the QRS complex 
is widened, and the interval from the beginning of the 
P wave to the end of the QRS complex, or the P-J in- 
terval, is unchanged. Depending on the state of the 
aberrant muscle bundles, the anomalous complexes may 
be permanent, may alternate with normal complexes, or 
may occur only in bursts. When paroxysmal tachycardia 
supervenes, the complexes usually are of normal con- 
figuration. 


Kent has shown that such aberrant muscle bundles 
occur in certain animals,’® and Butterworth and Poin- 
dexter *° produced electrocardiographic tracings with 
characteristics of the Wolff-Parkinson-White syndrome 
in dogs by creating an artificial short circuiting connec- 
tion between the auricles and ventricles of these dogs. 
Wood, Wolferth, and Geckeler ** actually demonstrated 
such a muscular bundle at autopsy in the heart of a youth 
who during life showed the Wolff-Parkinson-White 
syndrome and who had suffered repeated attacks of 
paroxysmal auricular tachycardia. 
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IMMOBILIZATION APPARATUS—KNOX ET AL. 


The increased incidence of paroxysmal tachycardia in 
such cases is well established though not well understood. 
Of 65 patients with the syndrome reported by one group, 
57% had had one or more attacks of paroxysmal ar- 
rhythmia.”* It has been suggested that the anomalous 
pathway may allow retrograde conduction (or reentry) 
of the normally conducted impulses into the auricle, 
where the abnormal rhythm may be originated if the 
myocardium is in an excitable state **; however, ven- 
tricular as well as auricular ectopic rhythms may occur 
in connection with the syndrome. 


SUMMARY 

A case of the Wolff-Parkinson-White syndrome in a 
4-month-old infant who had an attack of acute supra- 
ventricular tachycardia is reported. Treatment with 
lanatoside-C by intramuscular injection was followed by 
cessation of the arrhythmia and disappearance of the 
shock-like state and cardiac decompensation previously 
present. The origin of the Wolff-Parkinson-White syn- 
drome and its association with paroxysmal tachycardia 
are discussed briefly. 


2191 El Camino Real (Dr. Gleckler). 


APPARATUS FOR IMMOBILIZING UPPER 
EXTREMITY DURING INTRA- 
VENOUS THERAPY 


Lawrence J. Knox, M.D. 

Louis N. Rudin, M.D. 

and 

Daniel J. Cronin, Fort Howard, Md. 


The majority of patients in general medical and sur- 
gical hospitals receive some type of intravenous medica- 
tion. The technical success of the administration of fluid 
depends to a large extent on the proper immobilization 
of the upper extremity. Flexion at the elbow and prona- 
tion and supination of the forearm are the movements 
that displace the needle. Either the needle is withdrawn 
from the vein or the needle is driven deeper in the tissues. 
In both cases formation of a hematoma is frequent and 
reinsertion of the needle is necessary usually at a different 
site. Watching the patient during intravenous administra- 
tion does not solve the problem, because a conscious, 
partially conscious, or comatose patient will displace the 
needle in a sudden fast movement before the attendant 
can stop him. This is especially true of agitated patients 
or those coming out from under an anesthetic, following 
surgery, or patients in a state of shock or semishock. Im- 
mobilization through boards and bandages is inefficient, 
time consuming, and only partially effective. It has the 
hazard of injury by compressing vessels or nerves. 

To solve this problem, an immobilization apparatus 
for the upper extremity has been developed that has the 
following features. A metal bar is bent in a U-shape. The 
open ends are bent in an L-shaped manner (figure). 


Resident in Medicine (Dr. Knox), Chief, Physical Medicine Rehabili- 
tation Service (Dr. Rudin), and Supervisor, Orthopedic Brace Shop (Mr. 
Cronin), Veterans Administration Hospital. 

Published with permission of the Chief Medical Director, Department 
of Medicine and Surgery, Veterans Administration, who assumes no re- 
sponsibility for the opinions expressed or conclusions drawn by the 
authors, 
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686 SIMPLIFIED ARM SLING—KARFIOL 


The concavity accommodates to a portion of the bed mat- 
tress. A platform is mounted on the arms of the U-shaped 
metal bar. A modified arm splint is attached to the plat- 
form through a bolt and a wing nut. The platform has a 
series of holes in it, which allow the attachment of the 
arm splint at a number of points. The bar supporting the 
arm and forearm parts of the splint is bent to accommo- 
date the wing nut over a bolt so that pressure on the elbow 
is prevented. A slotted bar is attached to the bottom of 
the forearm piece of the splint, which allows for length- 
ening or shortening of the splint depending on the length 
(or size) of the extremity. A cross piece is attached to the 
distal part of the bar to support the dorsum of the hand. 
A Y-shaped strap is attached to the bottom of the cross 
bar to accommodate the thumb, thus preventing prona- 
tion and supination of the forearm and hand. The cross 
bar revolves on its attachment, and the Y-strap becomes 
a left or right thumb support as desired. Another strap is 
attached to the proximal part of the forearm part of the 
splint. The straps are made of plastic-covered material 
for washability, and snaps are used for ease of fastening. 
The major positioning of the apparatus, in relation to the 
patient, is controlled by proper placing under the mat- 
tress. The curved portion of the supporting apparatus 
aids insertion under the mattress. Minor adjustment can 
be made through attaching the splint in the various holes 


Immobilization apparatus. 


in the platform. While the apparatus keeps the upper ex- 
tremity in a fixed position without pressure on vessels or 
nerves, a slight amount of pivoting motion is allowed at 
the attachment of the splint to the platform. This slight 
motion adds to the comfort of the patient, but its excur- 
sion is insufficient to displace the needle. The apparatus 
may be stored by suspending from a hook at the U-shaped 
part. Further reduction in bulk may be accomplished 
through incorporating hinges at the points where the mat- 
tress is gripped, allowing for flattening of the apparatus. 


Preparation for Later Years.—As the preparation for the healthy 
baby starts in fetal life, so the healthful regimen for the aged 
begins in youth and is as much an affair of the mind and heart 
as of the body. . . . The best preparation for age is selecting 
in one’s youth the work that gives pleasure and keeping at it as 
long as one can, limiting it to the proportion that allows the 
growth and development of nonpersonal interests, remembering 
that leisure, when not sloth, possibly is more important than 
work since it may be the indispensable precondition for the re- 
ligious attitude toward life. . . . The top turn and crown of 
life if truly human is intellectual and spiritual. These functions 
cannot be imposed on the aged. If acquired in youth and younger 
adult years, and kept alive by habit and practice, they will not 
cure but will immeasurably relieve the infirmities of age —On 
Longevity as an Ideal, Editorial, New England Journal of Medi- 
cine, Aug. 21, 1952. 


J.A.M.A., Oct. 18, 1952 
SIMPLIFIED ARM SLING 
George J. Karfiol, M.D., San Francisco 


Necessity as well as many unpleasant experiences led 
me to design a new type of arm sling, which is adaptable 
for use by children and adults. This can be changed and 
adjusted as circumstances warrant, without interfering 
with the particular condition that originally called for 
the sling and can be made readily available in hospitals 
and private offices. 


Fig. 1.—New type of arm sling with fixed loop and sliding buckle that 
permits individual adjustment of length. 


This sling consists of a strip of webbing (cloth tape) 
about 60 in. long. One end forms a fixed loop, and the 
other end is attached to a sliding buckle that permits 
individual adjustment of length (fig. 1). 


Fig. 2.—A, old type of arm sling. B, new type of arm sling. 


The principal advantages of this sling over the type 
that is commonly used are the ease of application and its 
adjustability. There are no knots to make, and no safety 
pins are necessary. In comparing this sling with the old- 
fashioned cloth type (fig. 2A and 2B), the main idea, 


Dr. Karfiol died May 10, 1952. 

From the Division of Orthopaedic Surgery, University of California 
School of Medicine. 

The patent for the sling described is pending. It is registered with the 
Department of Commerce, U. S. Patent Office, Washington, D C. The 
Richards Manufacturing Company, manufacturers of fracture and ortho- 
pedic equipment, Memphis, will be the makers and distributors of this 
sling. 
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its usage, application, and principle become obvious. It 
eliminates (a) the difficulties of application both by 
trained personnel and the lay person, (b) the insecurity 
and discomfort of the knot in the back of the neck, and 
(c) the use of innumerable safety pins. The sling not only 
can be easily adjusted to individual requirements but also 
can be changed frequently without losing its effectiveness. 

Other advantages are its cleanliness, unobtrusiveness, 
its accessibility in small packages, and the lack of com- 
plicating additional straps, buckles, or other gadgets. In 
fact, one single adjustable loop suffices to fit the sling to 
the person. At one point, the relatively small fixed loop 
makes it possible to hold the wrist in a manner in which 
it is unlikely to slip out. 

A factor leading me to design this sling was the desire 
to eliminate the usual commotion and excitement inci- 
dent to the request by the physician for the application 
of an arm sling to a patient. Previously publicized and 
patented slings have been found to be so complicated 
and involved that physicians, not to mention lay persons, 
encountered great difficulties in adjusting them properly. 
Most of these slings required a great deal of material 
and involved comparatively expensive manufacturing 
processes. 


450 Sutter St. 


MULTIPURPOSE BRACE: A USEFUL ADJUNCT 
IN REHABILITATION 


William Benham Snow, M.D., New York 


This multipurpose brace consists of two tubular lateral 
bars, both of which are adjustable in length. The adjust- 
ment is simple, speedy, and secure, without any screw at- 
tachments or special tools. The upper end of the brace 
consists of a half ring, padded and leather covered, which 
can tilt laterally to accommodate to the lengthening of 
either side bar. The lower ends of the side bars fit on a 
narrow flat metal bar covered with a thin weight bearing 
rubber pad. This is placed anterior to the heel of the shoe 
and can be strapped in place. There are padded straps at- 
tached to the side bars to serve as supports for the calf 
and thigh, as is usual in permanent braces. An ingenious 
knee pad can be strapped anterior to the patella. The half 
ring at the thigh can serve as the upper end of the brace 
if the side bars are adjusted to equal length. If, however, 
the perpendicular outer bar is adjusted to be longer than 
the inner bar, the ring can serve as an ischial seat and the 
brace assumes a weight bearing function. 

The versatile usefulness of this brace will be immedi- 
ately obvious to one concerned with bracing problems, 
especially when the need for bracing is temporary. The 
utilization as an extremely adjustable Thomas’ splint 
makes it valuable for all the functions such a splint can 
serve. In patients with weak quadriceps, especially of a 
temporary nature, the use of this brace makes possible 
earlier ambulation, with stability and straight knee walk- 
ing. If this is combined with exercises gradually increas- 
ing the load resistance of the quadriceps, the brace soon 
becomes unnecessary. Poliomyelitis patients with poor 
or just fair control of quadriceps fall in this category. 


MULTIPURPOSE BRACE—SNOW 687 


In patients with hemiplegia or spastic cerebral palsy, 
where the hamstrings need stretching, application of the 
brace with forced extension of the extremity by tighten- 
ing the knee pad will hasten ambulation and serve as a 
continuous stretch to the hamstrings. If the opposing 
quadriceps is weak, the brace will stabilize the knee and 
lessen the tendency to compensatory hip flexion and 
lordosis in walking. This application is indicated in arth- 
ritic patients with knee extension limitations as a treat- 
ment brace for earlier functional ambulation. It is es- 
pecially useful in cases where, following administration 
of corticotropin, cortisone, or curare, it is possible to 
straighten the lower extremities by force therapy. In 
hemiplegia, arthritis, and cerebral palsy, this brace is 
useful as a sleeping or standing brace. 


& 


The brace being used as both a knee extension brace and also as a 
device for weight bearing through an improvised well-fitting ischial seat. 


The use of the half circle as an ischial seat is an aid to 
ambulation of rheumatoid arthritic patients, as it lifts 
weight bearing from both the knee and the ankle and at 
the same time permits leg extension and improved and 
early ambulation. 


These braces are a valuable adjunct to any physical 
medicine and rehabilitation clinic or orthopedic gymna- 
sium. Several pairs of these braces in sizes consistent with 
the physical stature of the patients treated would be ad- 
vised. The braces are available in at least three appro- 
priate sizes. They are designed for utilization only on a 
temporary treatment basis and in no way replace the 
usual well-designed and fitted orthopedic braces. 


622 W. 168th St. 
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688 GASTRIC CANCER—COOPER 


SPECIAL ARTICLE 


This is the second of a series of articles on cancer. The first 
article in the series appeared in THE JouRNAL Oct. 11 (page 587). 
—EbD. 


PATIENTS, PHYSICIANS, AND 
GASTRIC CANCER 


William A. Cooper, M.D., New York 


When a person first has gastric symptoms, he may be 
experiencing the full impact of a short-lived, self-termi- 
nating, and indeed trivial disorder, or he may be experi- 
encing the introduction to a long and complicated series 
of events that will terminate only with death. Between 
these extreme situations is a vast field of human reac- 
tions and medical knowledge that may directly influence 
the course of the illness and determine its outcome. In 
this study an effort will be made to consider these various 
factors, particularly in their relation to that most serious 
of all gastric diseases, cancer. 


PATIENTS 


The average person in his first encounter with gastric 
symptoms will not seek medical advice unless he has 
pain, vomiting, or gastric hemorrhage. If any of these 
are prominent, he will usually go to a physician in the 
first 24 hours. If these symptoms are transient or mild, or 
if the presenting symptoms are “gas,” “indigestion,” 
upper abdominal discomfort, a feeling of fullness, slight 
nausea, or loss of appetite, he will delay seeking medical 
treatment. He will probably try one or more home rem- 
edies, such as a little “soda bicarb.,” or a dose from the 
old bottle of “rhubarb and soda” in the medicine closet. 
One of these remedies may, indeed, provide relief, and in 
a week the whole episode may be forgotten. If they fail, 
he is likely to forsake his own medicine chest to seek the 
advice of a friend, neighbor, or the corner druggist. In the 
latter hands, particularly, he will have opened to him a 
large number of new remedies specifically made to cure 
“acid indigestion,” “gas,” or *“sour stomach.” These 
medicines he can buy cheaply without prescription, and 
indeed may find that by following directions given on the 


bottle or verbally over the counter, he may become hale 


and hearty, with his usual “stomach like iron.” It will not 
occur to him until months or years later that this was his 


‘first gallbladder or ulcer attack, and then he will under- 


stand only slowly as his physician tells him of the effects 
of antacids on gastric symptoms. If the simple remedies 
fail, he will in the course of time seek the advice of his 
physician, and it will be apparent to all that delay has not 
improved the outlook. 

This history of patient delay, in one or another of its 
many variations, is so prominent in patients with mild 
gastric symptoms, any one of whom may have gastric 
cancer, that it is considered in detail. It is not founded 


From the Department of Surgery, New York Hospital, Cornell Univer- 
sity Medical College. 

This work was supported by the Jane Coffin Childs Memorial Fund, 
Haven, Conn, 
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on willful neglect, but has its origin in ignorance, fear, 
and the hope that the next day or week will be better. 
Fundamental is the reaction of the individual to illness, 
However these causes for delay may be analyzed, there 
is no question that delay exists, and further, no question 
that it can be reduced. The most obvious single factor 
that can lead to earlier diagnosis and treatment of gastric 
cancer is reduction of this delay. In searches into the 
gastric cancer problem, this obvious and alterable factor 
should not be neglected. 

In the New York Hospital series of 687 cases of gastric 
cancer, on which this study is based, delay on the part 
of the patients averaged about eight months. When pa- 
tients seen in the decades before and after 1940 are com- 
pared, there is little evidence of progress, except for the 
small group of gastric cancers that look like ulcers, which 
are treated surgically earlier now than they were 10 years 
ago. 

PHYSICIANS 

When the person with gastric symptoms finally be- 
comes sufficiently alarmed to conquer his fears, he be- 
comes a patient. Often the physician will learn that he 
fears cancer, and a few will have actual phobias. One 
would like to feel that the patient’s problems then come 
to a uniformly rapid solution. Unfortunately this is far 
from true, for physicians and their diagnostic weapons are 
fallible. Subsequent events will depend somewhat on the 
background and experience of the physician. Whether he 
is a general practitioner or a specialist, the patient has a 
right to expect that he be a competent clinician with a 
high index of suspicion for serious disorders. 


The first and by far the most important of the phy- 
sician’s functions is to take a searching history centered 
around the patient’s complaints. This history and its in- 
terpretation are of foremost importance, because they will 
determine the subsequent course of action and oversight 
or misinterpretation at this point may lead to tragedy. 
The history may plainly indicate a benign disease, but, if 
it does not and the symptoms could be those of gastric 
cancer, further study is clearly indicated. 

The patient will then learn that a few tests are neces- 
sary, such as a blood count, stool examinations, roent- 
genograms of the stomach, and possibly a gastric analysis, 
and he will learn that all of these tests cost money. At this 
point the physician and his patient may have a parting of 
the ways, for all the patient was really interested in was 
a cure for his symptoms, which after all were not very 
severe. The physician may weaken in his high resolve to 
practice diagnostic medicine and may try a prescription 
as a therapeutic test. Indeed he may find that the patient 
becomes well under this regime and that the tests were 
not really necessary. If this approach fails, however, as 
it certainly will if the patient has gastric cancer, then more 
time will be lost. 

In the New York Hospital series about four months of 
delay occurred between the first visit to the physician and 
a definitive diagnosis. Not all of this lost time was at- 
tributable to the physician, for patients often failed to 
follow medical advice. In many instances months of 
delay occurred due to oversight, misinterpretation of 
facts, or faulty reliance on laboratory aids in the face of 
convincing clinical evidence. Indifference on the part 
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S52 
of the physician, which was common 15 years ago, is creased from 6.1% in the 1932-1940 series to 13.6% in 
ar, rarely encountered today, due no doubt to the fact that the later group, and some of these palliative procedures 
in physicians in general have been convinced that gastric were very extensive. Though palliative resections have 
18 cancer is curable. little to do with the cure of gastric cancer, they are a 
GASTRIC CANCER great contribution to patient comfort, and have a very 
- The clinical series on which this report is based con- real place in the treatment of this disease. 
ric sists of 687 patients with gastric cancer who were ad- 
he mitted to the pavilion services of the New York Hospital OPERATIVE MORTALITY 
see between 1932 and 1951. In an effort to analyze trends, While the extent of the operations has greatly in- 
the patients are divided into those admitted before and creased, the operative mortality has steadily decreased in 
as after 1940.* It should be noted that all of the patients the past decade. In the early series the mortality for 
a. except those listed in the last two columns in table 1 were curative subtotal gastric resection was 9.8% ; in the later 
beyond hope of cure when they were admitted. series it is 6.6%. In exploratory laparotomy, palliative 
4 In table 1 it will be noted that the operability has in- resection, and palliative gastroenterostomy the operative 
~~ creased in the past 10 years from 15.5% in the early mortality is about halved in the later series. There were 
ich group to 33.8% in the later (24.8% plus 9% ), with cor- five operative deaths in the 46 total gastric resections 
= TABLE 1.—Cases Grouped by Years and Operations 
Operations 
be- a Lesions Curable 
be- (Operable) 
he ~ Subtotal Total 
Inoperable, Palliative Other Gastric Gastric 
)ne No. of Clinically Exploratory Gastric Palliative Resection, Resection, 
Period Cases Inoperable Operation Resection Operations Curative Curative 
me 264 88 91 16 28 41 
f (1 total) 
ar 83.3% 34.5% 6.1% 10.6% 15.5% 
the (7 total) 
| “wd 16.6% 26.8% 13.6% 9.2% 24.8% 9.0% 
Sa 687 158 204 74 (s total 67 146 88 
22.9% 29.6% 10.1% 99% 21.2% 5.7% 
at TaBLE 2.—Analysis of Duration of Cures in Cases of Operable Lesions 
in- Subtotal Gastric Resection, Total Gastric 
ill Curative Resection, All Curative 
“A Curative Resections 
ght Period 6Yr. 10¥r. 10¥r. 8Yr. 65Yr. Yr. 
t, if 63.2% 34.3% 15.0% ee 33.3% 0% 49.0% 30.5% 15.0% 
. pt. 
tric 50.0% 35.2%  * 88.3% B% 47.3% 325% 25.5% 
-es- * In one case each there has been no recurrence for 18 and 17 years, and in two cases each there has been no recurrence for 16, 15, and 13 years. 
rat- responding decreases in the percentage of cases in which done in the later series, a mortality of 11%. Not only has 
a the lesion was considered inoperable clinically or on sur- the extent of the operative procedures been greatly in- 
. ’ gical exploration. This evidence of progress may be due creased but the selection of patients for operation has 
i to more radical surgery, or to earlier diagnosis. been markedly broadened, both as to age and risk. Many 
ery It is evident from going over the records that the scope of those operated on in the past 10 years would have been 
ape of surgery in gastric cancer has increased enormously. considered unreasonable risks before 1940. There are 
tion Before 1940 cancer involving the gastric cardia or eso- many factors responsible for the decreased operative mor- 
‘ent phageal junction was usually considered inoperable. Ex- tality, but certainly the most important is the chemo- 
ae tensive lymph node involvement along the lesser curva- therapeutic agents. 
as ture in the region of the celiac axis was often considered 
ans beyond the scope of surgery. Each year since 1940 more ANALYSIS OF CURES 
extensive operations have been performed. Included in Insight into the accomplishments of the more radical 
s of the group of curative total resections are total gastrectomy surgery of the past decade can only be obtained by an 
and with esophagojejunostomy and nearly total resection with analysis of the cures or survivals. To measure the effec- 
> esophagogastrostomy. In many of these cases the = tiveness of radical surgery in the patients in whom it can 
i to of 4 be used, the results in the operable or curable cases are 
; of parts of the diaphragm, ene A ay see analyzed in table 2. To lend perspective to the picture as 
ee large or small bowel. Various portions of the distal eso- 
e of phagus were sacrificed, as were the regional nodes and 1. Cooper, W. A.: The Problem of Gastric Cancer, J. A. M. A. 1163 


omentum. The incidence of palliative resections has in- 


2125-2129 (May 10) 1941. 
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a whole, the cure rates for the entire group of cases are 
also calculated and are charted in table 3. 

A glance at table 2 will show that gastric cancer is a 
curable disease. This is emphasized because as late as 10 
years ago there were many practicing physicians who 
thought it was not. It will further be noted that the cure 
rates compare favorably with that of cancer of other 
organs generally considered curable. 

Comparison of the three year cure rates in the early 
and late series of subtotal resections shows a gain of over 
10% (from 42.8% to 53.2% ). The fact that this gain 
in the later series drops 3% below that of the earlier 
series in the five year cures suggests that the more radical 
surgery performed in the later group was largely pal- 
liative. The 10 year cures in the later group would tend 
to support this view, yet the number of cases of 10 year 
cure is so small that the figure is not significant. Since no 
curative total resections were done in the 1932-1940 
series, the figures for all curative resections are the same 
as those for subtotal resections. 

Though the apparent conclusion to be drawn from 
table 2 is that the more radical surgery has not affected 
the five year cure rate, it must be remembered that the 
operability was doubled in the later group. A truer per- 


TABLE 3.—Analysis of Cures in Entire Series, Including 
Operable and Inoperable Lesions 


3 Yr. 5 Yr. 10 Yr. 
Period Cures,%  Cures,% Cures, % 
§.7 4.9 4.2 
14.6 8.5 3.6 * 


* Only three patients in the 1940-1951 series had a curative operation 
performed as long ago as 10 years. 


spective is reflected in table 3, where the cures or sur- 
vivors are compared to the entire series of gastric cancer 
patients admitted to the hospital. 

Table 3 shows that the 3 year cures have increased 
nearly three-fold in the past 10 years (from 5.7% to 
14.6% ). The 5 year cures are increased from 4.9% to 
8.5%; the 10 year cures are not comparable because of 
the very few patients in the later series. From this evi- 
dence it may be concluded that: 1. The increase in the 
3 year cures in both tables is ample justification for the 
increased scope of surgery in the past 10 years. 2. Though 
some of the radical surgery in the curative group has 
turned out to be palliative, some of it is also curative, 
and more patients are salvaged than ever before. While 
this analysis clearly shows the advantages of the more 
radical surgery performed in the past decade, it does not 


‘answer one fundamental question: Is gastric cancer being 
‘diagnosed and treated earlier? In an effort to answer this 


question the various diagnostic aids that can be used are 
analyzed. 

A. Roentgenographic Examination.—Certainly the 
most useful of the diagnostic aids in cancer of the stom- 


‘ach is the roentgenographic examination, including 
‘fluoroscopic and x-ray studies. This examination is often 


thought of as the court of last appeal in the diagnosis of 
gastric disease. Yet it is only as valuable as the experi- 
ence of the roentgenologist is great, and in the most ex- 


_perienced hands has many pitfalls. A clear understanding 
of the value and limitations of the method is essential if 
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the clinician is to use it wisely on patients with gastric 
complaints. 

Analysis of the x-ray reports in the 1932-1940 series 
shows that, on the basis of the first examination, 70% of 
the lesions were shown to be cancer, 12% were sus- 
picious, 13% were diagnosed as benign gastric disease, 
and 5% were said to be normal. With the advantage of 
repeated x-ray examinations, in about 10% of the cases 
of cancer benign disease was diagnosed, but in only 2% 
was the stomach said to be normal. This great accuracy 
in detection of abnormalities was not matched in the 
naming of the pathological condition. Most of the errors 
were in the differentiation of benign and malignant gastric 
ulcers, while most of the lesions missed completely were 
in the gastric cardia. 

This analysis was based on a group of patients in which 
85% of the lesions were inoperable. What the accuracy 
would have been in early gastric cancer is speculative, 
but there is every reason to believe it would have been 
less. There is no improvement evident in the accuracy of 
the x-ray reports in the more recent series. The remark- 
able ability to detect pathological conditions is main- 
tained, but there is no increase in the ability of the roent- 
genologist to specify that pathological condition. From 
the evidence in hand it is reasonable to conclude that: 
1. In the hands of experienced roentgenologists, the 
method is extremely accurate in the detection of patho- 
logical conditions in the antrum and along the lesser 
curvature of the stomach. 2. This accuracy decreases in 
the upper one-third of the lesser curvature, and in the 
anterior and posterior walls and greater curvature. 3. In 
the cardia the method is very inadequate, being subject 
to error in about half the cases. 4. In the naming of patho- 
logical conditions the experienced roentgenologist, under 
ideal circumstances, has an inherent error of 10% to 
15%. 5. In less experienced hands the accuracy of the 
method decreases sharply in all the categories mentioned 
above. 

These limitations of the roentgenographic method are 
reflected in the fact that very few gastric cancers are 
treated surgically in early stages. With all its limitations, 
however, this method is the best diagnostic aid generally 
available. A plea is made for its intelligent evaluation in 
every patient suspected of having gastric cancer. 


B. The Gastric Acid Level.—Though very little is 
known about the etiology of gastric cancer, it is clear that 
there are at least two clinical backgrounds against which 
the disease may develop. The first of these is the patient 
with achlorhydria or a low free hydrochloric acid value, 
with a greater or lesser degree of atrophy of the gastric 
mucosa. This type is most clearly seen in patients with 
pernicious anemia, for the incidence of gastric cancer in 
this disease is many times that expected in other groups. 
The other type is the patient with a gastric ulcer. Though 
not more than 5% of the cases of gastric cancer have 
evidence of a long-standing gastric ulcer, the findings are 
sufficiently striking in this group to definitely associate 
the two diseases. 

The ability of the gastric mucosa to secrete free hydro- 
chloric acid under the stimulus of a secretogogue is a re- 
flection of its functional state, and to some extent its state 
of atrophy. While there is nothing specific about the 
absence of free acid in gastric cancer, it is a valuable diag- 
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nostic aid in that it emphasizes suspicion. About 75% 
of the patients with gastric cancer have a low free acid 
level or no free acid, and this is an unusual finding in 
gastric ulcer. It should be remembered that about 10% 
of the gastric cancers have high acid values, and that this 
finding in no way rules out the disease. 

A new and important development in regard to the gas- 
tric acid is the work of Segal,” who has developed a simple 
method by which the presence of free gastric acid can be 
determined in the urine. By ingenious use of a cation ex- 
change resin that contains quinine, a tablet is given by 
mouth, and the quinine can be determined colorimetri- 
cally in the urine if free acid is present. This method, 
which will soon be available to clinicians, will enable the 
physician to determine very simply the presence or 
absence of free acid in his office without the unpleasant- 
ness of gastric intubation. 


C. Occult Blood i:1 Stools.—Of all the tests that can be 
done to detect disease of the gastrointestinal tract, the 
stool examination for occult blood is the simplest, easiest, 
and least expensive, for both the patient and the phy- 
sician. This very simplicity probably accounts for its 
neglect on the part of the clinicians, who often get x-ray 
studies and rely on negative reports without a stool exami- 
nation. Though there is nothing specific about the finding 
of occult blood in the stool, its persistence is so clearly 
abnormal that it necessitates further study and evalu- 
ation. Its greatest defect is that not all gastric cancers 
bleed, and a negative test cannot be relied on to rule out 
the disease. Its use should be extended, however, rather 
than restricted, and, if extensively used in office practice, 
there is no doubt that it would lead to earlier diagnosis 
of gastric cancer. 

D. Gastroscopy.—When the use of the flexible gas- 
troscope became popularized, it was hoped that this 
instrument would lead to earlier diagnosis of gastric can- 
cer. Though gastroscopy is a helpful diagnostic aid that 
occasionally has led to the discovery of an early lesion, 
it has solved only a small part of the great diagnostic 
problem that exists. Some of this failure is due te the 
clinician, who is not in the habit of referring to the gas- 
troscnpist patients with symptoms but no abnormalities 
on roentgenograms, and part of the failure is inherent in 
the limitations of the gastroscopic method. In my experi- 
ence it does not approach the roentgenogram in over-all 
accuracy, and cannot be relied on to differentiate benign 
and malignant ulcers. Gastroscopy will often clarify 
equivocal x-ray findings, and may discover |2sicns actu- 
ally missed by the roentgenologist, particularly in the 
cardia. One of its greatest limiting factors is that it is not 
generally available to the large group of persons with 
suspected gastric cancer who need it most. 

E. Cytological Examination of the Gastric Sediment. 
—In 1946 I, in collaboration with Dr. George N. Papa- 
nicolaou,* began to search for means of obtaining cellular 
material from the stomach suitable for cytological study. 
Among the early cases was that of a gastric cancer less 
than 1 cm. in diameter that had the x-ray appearance of 
a gastric ulcer. Using a Levine tube and a simple as- 
pirating technique, material was obtained that, when 
smeared and stained, showed many groups of cancer 
cells. The diagnosis was confirmed by pathological sec- 
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tion, and this patient is alive and well today. During the 
next three years over 1,000 cases were studied, and many 
aspirating and washing techniques were evaluated.‘ 
About the best accuracy the cytologist was able to attain 
in this material was 50%. In about half of the patients 
with gastric cancer, the material obtained was not good 
enough to warrant a positive diagnosis. In 1949 these 
washing techniques were abandoned in favor of an ab- 
rasive balloon. Since the work of fractionating the ma- 
terial obtained was voluminous, this balloon Was used 
only in cases in which the diagnosis was known. The 
results of this study were published in 1950,° and were 
sufficiently startling to warrant a thorough clinical evalu- 
ation. This work is now in progress. Since it may mark a 
turning point in the diagnosis of gastric cancer, the 
method and the results in the first 200 cases are reported 
briefly. 
APPARATUS 

The appartus consists of a no. 16 French double 
lumen tube 100 cm. in length, with markings at 45, 60, 
and 75 cm. (figure). One lumen is connected proxi- 


Apparatus used to obtain samples of gastric tissue for cytological study. 


mally to a syringe and distally to a patent silver-plated 
bucket. The other lumen is connected proximally to an 
inflating bulb and distally to an inflatable balloon. The 
balloon is made of a condom opened at both ends. 
Around the balloon is fitted a fine netting, and the ends 
of the balloon and netting are tied to the distal end of 
the double lumen tubing at points 8 cm. apart. When 
deflated the balloon and netting collapse on the side of 
the tube, when inflated with 175 cc. of air the balloon 
measures 10 by 5 cm. 
PROCEDURE 

The deflated balloon is wet in Ringer’s solution and 
passed orally with the aid of small sips of the same solu- 
tion. When the balloon is in the stomach (past the 60 cm. 


2. Segal, H. L.: Detection of Achlorhydria by Tubeless Gastric 
Analysis, read before the Second National Cancer Conference, Cincinnati, 
March 5, 1952, to be published. 

3. Papanicolaou, G. N., and Cooper, W. A.: Cytology of the Gastric 
Fluid in the Diagnosis of Carcinoma of the Stomach, J. Nat. Cancer Inst. 
7: 357-360 (April) 1947. 

4. Seybolt, J. F.; Papanicolaou, G. N., and Cooper, W. A.: Cytology 
in the Diagnosis of Gastric Cancer, Cancer 4: 286-295 (March) 1951. 

5. Panico, F. G.; Papanicolaou, G. N., and Cooper, W. A.: Abrasive 
Balloon for Exfoliation of Gastric Cancer Cells, J. A. M. A. 143: 1308- 
1311 (Aug. 12) 1950. 
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‘ mark), the stomach is aspirated until dry and the material 


used for the fasting specimen of a gastric analysis. His- 
tamine is then given, and three 10 minute specimens are 
collected for gastric analysis, using the continuous aspira- 
tion technique. After 30 minutes of aspiration the stom- 
ach is clean and dry. The balloon is then inflated with 
about 150 cc. of air, and the tube withdrawn until the 
balloon is checked at the cardia. Peristaltic action carries 
the balloon down to the pylorus in 5 to 10 minutes. The 
inflation is rechecked and the inflated balloon drawn 
back to the cardia. This process is repeated five to six 
times during the next half hour. While the balloon is in 
place, the stomach is kept dry by frequent aspiration. The 
aspirated material is frequently blood tinged, particularly 
if a lesion is present, but no hemorrhage has occurred in 
over 200 trials with the method. The apparatus has not 
been used in any patient with recent hemorrhage or 
esophageal varices. The balloon is then deflated and with- 
drawn. Four to six slides are prepared from the material 
on the netting, which is washed off in Ringer’s solution 
mixed with an equal volume of 95% alcohol. The fluid 
is then centrifuged, and the sediment smeared and stained 
according to the Papanicolaou technique. These slides 
are then read by the cytologist. 


TABLE 4.—Correlation of Results of Cytological Readings with 
Final Diagnoses 


Cytological Readings 


No. of “Nega- Sus- Posi- 
Cases’ tive pected tive Errors 


Final Diagnosis 


Malignant gastric disease........... 45 5 7 33 5 
Nonmalignant gastric disease....... 155 146 8 1 1 
Total no. Of CASES..........eeeeee 200 
RESULTS 


In testing the balloon technique, patients have been 
selected who had pathological gastric conditions and were 
to be treated surgically. Most of these cases were diag- 
nostic problems, and the cytologist knew nothing of the 
clinical picture at the time the smear was read. The re- 
ports are correlated with the final pathological diagnosis 
in table 4. 


COMMENTS ON DIAGNOSTIC ERRORS 
Four of the 45 patients with malignant lesions had 


‘lymphosarcoma of the stomach. Two of these were cor- 


rectly diagnosed as such from the smear, one was sus- 
pected, and the fourth case was missed. The other four 
lesions that were missed were gastric cancers. One was 
a narrow distal antral lesion that was probably not 
reached by the balloon and the other three were ulcer- 
ating lesions covered by a necrotic membrane in which 
no viable tumor cells reached the surface of the gastric 
mucosa. There was one false positive report. The cause 
for this error is not clear. 


COMMENTS ON POSITIVE REPORTS 


Among the lesions correctly diagnosed by the smear 
technique were four lesions that had the gross appear- 
ance of benign gastric ulcers. In one of these the malig- 
nant area was not more than 5 mm. in diameter. The 
method has been extremely accurate in differentiating 
benign and malignant ulcers. In the first 100 cases, four 


J.A.M.A., Oct. 18, 1952 


of the cancers were diagnosed as benign by roentgeno- 
grams, and 11 of the benign lesions were thought to be 
cancers on roentgenograms, or 15 misses in all. In only 
one of the 15 cases was the roentgenogram thought to 
show no abnormality. 

In summary, the early results in cytological exami- 
nation of gastric contents, using the balloon technique 
for obtaining specimens, suggest another approach to the 
diagnosis of gastric cancer that is at least as accurate as 
roentgenography. The method has inherent accuracy that 
the x-ray diagnosis lacks, in that it reveals the basic 
pathological nature of the growth. The final evaluation 
of this method will have to await confirmation through 
use by other workers. Very little is known of the value of 
the method in early gastric cancer, for so few small 
lesions are seen. Yet the fact that positive smears have 
been obtained from malignant ulcers with very small can- 
cerous areas is highly encouraging and gives some hope 
for optimism in the future. 


SUMMARY 

It is not at all apparent that the cause and/or cure of 
gastric cancer will be found soon. In spite of extensive 
research on the problem during the past 20 years, re- 
search which has contributed greatly to better under- 
standing of the disease, no new and startling cause or 
cure seems likely to be found soon. It is only too ap- 
parent that the same problems that had to be dealt with 
20 years ago still exist. It is also quite likely that they 
will still be present 20 years hence. While this realistic 
attitude may be discouraging, analysis clearly shows 
large fields of endeavor in the gastric cancer field where 
progress can be made. 

The first of these is patient delay. Though this is a 
complicated facet of the problem as a whole, there is 
reason to believe that public education by the American 
Cancer Society and various other agencies will be suc- 
cessful. Second only to patient delay is that which occurs 
after the patient sees a physician. While the philosophy 
and practicality of the “cancer detection clinic” may be 
disputed, all will probably agree that every physician’s 
office should become a “disease detection clinic.” To this 
end the clinician urgently needs simpler and more reliable 
diagnostic aids at lower cost, and some of these may soon 
be available. Though it may be some years before cyto- 
logical investigation is widely used, it offers a real hope 
for. the future in detection of early gastric cancer. Until 
these various fields of progress have been exploited, we 
have no real right to be discouraged. 


525 E. 68th St. 


Sulfonamide Combinations.—The . . . bactericidal activity of 
various mixtures of sulfonamides is unpredictable. The observed 
effect varies markedly with different species and with various 
strains of the same species of organism. Depression of bac- 
tericidal potency against both gram negative and positive bac- 
teria frequently results from combining sulfonamides. These 
results suggest that combinations of sulfonamides may have 
little clinical usefulness in many instances, since they are often 
not as effective as the single agents which compose them.— 
L. Weinstein, M.D., and E. B. Murphy, M.D., Comparison of 
Antibacterial Activity of Single and Combined Sulfonamides 
Proceedings of the Society for Experimental Biology and Medi- 
cine, July, 1952. 
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COUNCIL ON PHARMACY 
AND CHEMISTRY 


REPORT TO THE COUNCIL 


At the last annual meeting of the Council, the need for an 
authoritative statement on combined antibiotic therapy was dis- 
cussed. Accordingly, Drs. Jawetz and Gunnison were invited to 
prepare a report on the experimental basis of such treatment in 
order to clear up misconceptions existing in this field of therapy. 
These investigators prepared the following report, which has 
been authorized for publication by the Council. 


R. T. Stormont, M.D., Secretary. 


AN EXPERIMENTAL BASIS OF COMBINED 
ANTIBIOTIC ACTION 


E. Jawetz, M.D., Ph.D. 
and 
J. B. Gunnison, M.A., San Francisco 


The increasing number of available potent antimicrobial 
agents tempts the physician to use several of these drugs simul- 
taneously in the same patient. This practice is often justified 
with the statement, “if one drug should not influence the dis- 
ease-producing micro-organisms, the other one will.” Such in- 
discriminate combined therapy has led to diminishing emphasis 
on specific etiologic diagnosis which should be the basis of 
antimicrobial treatment.! On the basis of the claim “if one drug 
is good, two should be better,” combinations are frequently ad- 
ministered although little is known about their effect. 

To approach the problem rationally it is important to assemble 
experimental facts on the behavior of combinations of anti- 
microbial drugs. Better clinical management might be built on 
such a foundation. The present report, however, is limited strictly 
to the effects of drug combinations observed in the laboratory 
under controlled conditions and in no way implies that the same 
principles will apply in clinical practice. It is necessary to omit 
reference to many clinical instances in which claims for com- 
bined therapy have been made because the complexity of the 
situation makes interpretation impossible. 

When two drugs act simultaneously on a microbial popula- 
tion one of the following effects may be observed (compared to 
the action of a single agent): (1) no increased or decreased 
action, indifference; (2) increased action, either addition or syner- 
gism, or (3) decreased action, antagonism. 

These effects may be schematically presented for the action 
of theoretical drugs A, B, and C on a uniform microbial popu- 
lation in vitro, as shown in figure 1. Many examples of such 
combined action in the test tube have been published.? Similarly, 
drug synergism and antagonism are demonstrable in certain 
experimental infections in laboratory animals.* Representative 
examples are shown in the table. 


From such experimental evidence, the following definitions 
were derived and will be adhered to in this discussion: 


Synergism: A large increase in the rate of early bactericidal 
action and the rate of cure of infections beyond that obtainable 
by simple additive effects of the agents. 


Antagonism: A large decrease in the rate of early bacteri- 
cidal action and a reduction in the rate of cure of infections 
below that observed with the single more active drug. 


The principal reason for adopting these particular definitions 
lies in the good correlation between in vitro and in vivo experi- 
mental results and certain unequivocal clinical findings, quoted 
below. Other workers have chosen other criteria for the measure- 
ment of combined action. The lack of agreement among various 
investigators is largely attributable to differences in techniques 
and interpretations. Only the above definitions will be consid- 
ered here. 
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One widely employed method of in vitro determination of 
combined drug effects must be specifically mentioned -because 
of its misleading implications. In this method the minimum 
inhibitory dose (MID) of a given drug is estimated for a certain 
micro-organism. A certain proportion of this weight of drug 
( e. g., 4% MID) is then added to a similar proportion of another 
drug and the total inhibitory effect of the mixture noted. If less 
than 42 MID by weight of each drug participates in an inhibi- 
tory mixture, the effect has been called synergistic. A considera- 
tion of the graph (fig. 2) will show that this claim will hold 
only for a linear relationship between weight and inhibitory 
activity of the drug, a postulate for which evidence is lacking. 
Half the weight of one MID may have far greater, or far less, 
inhibitory potency than expected. Consequently, % MID of 
drug A plus % MID of drug B need not equal the activity of 1 
MID of either agent. These considerations are important in 
evaluating work which utilizes such methods. 

Experimental evidence has been presented from various labo- 
ratories indicating that aureomycin, chloramphenicol, terramy- 
cin, and the sulfonamides may interfere with the action of 
penicillin or of streptomycin in the test tube 5 and in infections 
of experimental animals.* One convincing clinical report like- 
wise points to the possible interference of aureomycin with the 
therapeutic effect of penicillin in pneumococcic meningitis.? The 
following generalizations may be gleaned from available facts 
regarding the occurrence of antagonism among antimicrobial 
agents: 

1. The phenomenon is observed only when a bactericidal or 
therapeutically effective concentration of one drug is added to 
a relatively inactive concentration of the other. A large excess 


INDIFFERENCE SYWERGISM ANTAGONISM 

= NO DRUG NO DRUG NO DRUG 
3 DRUG A DRUG A 
be DRUG B DRUG ¢ 
= DRUG B 
= A+C 
A+B 
2 

0 2 0 2 12 


HOURS AFTER INOCULATION 


Fig. 1—Types of combined action of three hypothetical antimicrobial 
drugs on a uniform microbial population in vitro. 


of either agent may overcome the interference as may prolonged 
high blood levels in animals.*t 

2. The interfering agent must act on the microbial population 
at the same time as, or before, the effective drug, not later. 

3. Antagonism appears to be based, not on a chemical inter- 
action of antibiotics, but on the ability of the interfering agents 
to influence those metabolic events that are essential for optimal 
action of effective agents. 


From the division of microbiology, medicine, and pediatrics, Uni- 
versity of California School of Medicine, San Francisco. 

Because of space limitations, some of the bibliographic references have 
been omitted from THE JOURNAL and will appear in the authors’ reprints, 
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School of Medicine and Burroughs, Wellcome and Company. 
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2b. Gunnison, J. B.; Jawetz, E., and Coleman, V. R.: Effect of Combi- 
nations of Antibiotics on Enterococci in Vitro, J. Lab. & Clin. Med, 
36; 900-911 (Dec.) 1950. 

2e. Hunter, T. H.: Speculations on Mechanism of Cure of Bacterial 
Endocarditis, J. A. M. A. 144: 524-527 (Oct. 14) 1950. 
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4. Until further facts become available, it may be concluded 
Bai that the occurrence of antagonism among chemotherapeutic 
agents is limited by definite dosage and time relationships. Con- 
sequently, it is probably an infrequent event in clinical practice 
where doses of antibiotics far in excess of the minimum are 
usually employed. 

‘ Antibiotic synergism is of great practical concern to the phy- 
3 sician because of the need for using suitable combinations to 
cure certain infections caused by micro-organisms which fail 


i Examples of Apparent Synergism or Antagonism of Antibiotics 
a in the Treatment of a Subacute Streptococcic 
Infection of Mice 


Dosage Survivors, 
Drug Sechedule* . % 


* In each case the drug was given in the amount stated daily for 
5 days, beginning 24 hours after infection. 


| to respond to single drugs even in large doses. Because of the 
% difficulty in distinguishing between additive and synergistic 
effects of drug pairs, the evidence for synergism is strongest 
: with organisms which are not killed rapidly and completely by 
—_— any concentration of a single drug (e. g., enterococci and staphy- 
. lococci) but which do respond to certain drug combinations. 
Such synergism has been demonstrated in vitro,’ in experimen- 
tal animals,?4,e and in some clinical cases. In particular, pa- 
tients with bacterial endocarditis caused by resistant organisms 
have been cured by unequivocal antibiotic synergism.? From 
experimental facts, the following generalizations may be per- 
missible concerning synergism among antimicrobial agents: 
1. The members of a synergistic drug pair do not seem to 
influence, selectively, components of the microbial population 
and probably do not act by preventing the emergence of drug- 
resistant organisms (as postulated, for example, for the com- 
bined action of p-aminosalicylic acid and streptomycin on 
tubercle bacilli). A synergistic drug pair acts rather uniformly 


3b. Speck, R. S.; Jawetz, E., and Gunnison, J. B.: Studies on Anti- 
biotic Synergism and Antagonism: Interference of Aureomycin or Terra- 
mycin with Action of Penicillin in Infections of Mice, A. M. A. Arch, 
bi Int. Med. 88: 168-174 (Aug.) 1951. 
' 3c. Jawetz, E.; Gunnison, J. B., and Speck, R. S.: Studies of Antibiotic 
Synergism and Antagonism: Interference of Aureomycin, Chloramphenicol 
and Terramycin with Action of Streptomycin, Am. J. M. Sc. 222: 404- 
412 (Oct.) 1951. 
3e. Bliss, E. A.; Warth, P. T., and Long, P. H.: Studies of Combina- 
tions of Antibiotics in Vitro and in Experimental Infections in Mice, Bull. 
Johns Hopkins Hosp. 90: 149-169 (Feb.) 1952. 
be 4a. Spicer, S.: Bacteriologic Studies of Newer Antibiotics: Effect of 
Combined Drugs on Microorganisms, J. Lab. & Clin. Med. 36: 183-191 
(Aug.) 1950. 
4b. Armstrong, C. W. J., and Larner, A. B.: Effect of Combinations 
: of Antibiotics on Pse Aerugi and Proteus Vulgaris in Vitro 
= and in Vivo, J. Lab. & Clin. Med. 37: 584-592 (Apr.) 1951. 
; 7. Lepper, M. H., and Dowling, H. F.: Treatment of Pneumococcic 
Meningitis with Penicillin Compared with Penicillin Plus Aureomycin: 
Studies Including Observations on an Apparent Antagonism Between Peni- 
cillin and Aureomycin, A. M. A. Arch. Int. Med. 88: 489-494 (Oct.) 1951. 
8a. Jawetz, E.; Gunnison, J. B.; Bruff, J. A., and Coleman, V. R.: 
4 Studies of Antibiotic Synergism and Antagonism: Synergism Among Seven 
> Antibiotics Against Various Bacteria in Vitro, J. Bact. 64: 29-39 (July) 
1952. 
9a. Cates, J. E.; Christie, R. V., and Garrod, L. P.: Penicillin- 
$ ; Resistant Subacute Bacterial Endocarditis Treated by A Combination of 
Penicillin and Streptomycin, Brit. M. J. 1: 653-656 (Mar. 31) 1951. 
9c. Robbins, W. C., and Tompsett, R.: Treatment of Enterococcal 
Endocarditis with Bacteremia: Results of Combined Therapy with Peni- 
cillin and Streptomycin, Am. J. Med. 10: 278-299 (Mar.) 1951. 


694 ANTIBIOTIC ACTION—JAWETZ AND GUNNISON 


J.A.M.A., Oct. 18, 1952 


on the exposed microbial population, resulting in early, rapid, 
and complete killing. One of the outstanding characteristics js 
the prompt increase in rate of bactericidal action when one 
member of a synergistic pair is added to the other in vitro, 

2. For such action the members of a synergistic drug pair 
must be present simultaneously in suitable concentration.1° 

3. Of the members of a synergistic pair, apparently only one 
need exhibit measurable biological effect on the concentration 
entering into synergism. The other must show some effect but 
only in a much higher concentration.®# 

4. When a given drug pair results in synergism against a 
certain microbial strain, this effect is observed over a wide range 
of doses. 


If all these statements about combined antibiotic action are 
accepted, it might be thought possible to designate certain pairs 
of drugs as constantly “synergistic,” others as “antagonistic.” 
However, it must be stated with great emphasis that this is not 
possible. Uniformly “synergistic” or “antagonistic” drug pairs 
do not exist. Certain drug pairs may exhibit synergism when act- 
ing on one micro-organism, antagonism when acting on an- 
other.!!8, ¢ The behavior of the micro-organism in question, not 
a chemical or physical interaction of the drugs, determines the 
result of combined antibiotic action. Not even different bacterial 
strains of the same species or variants derived from the same 
strain behave in an identical manner.!! As a result the labora- 
tory should continue to try to provide specific guidance for each 
instance of resistant infection where combined therapy is con- 
templated. At present, unfortunately, there are no simple, prac- 
tical methods for testing combinations of antibiotics in the 
clinical laboratory. 

While the individual behavior of micro-organisms does not 
permit the prediction of combined antibiotic action in a given 
case, the accumulated information can be integrated into a 
tentative scheme.114 

Common and clinically useful antibiotics can be grouped as 
follows: 

I. Penicillin, streptomycin, bacitracin, and neomycin. 


Il. Aureomycin, chloramphenicol, and terramycin. 


AMOUNT OF DRUG 


Fig. 2.—Relationship between amount and inhibitory effect of three 
hypothetical antimicrobial drugs. 


Members of group I are frequently synergistic with each 
other, occasionally indifferent, never antagonistic. Members of 
group II are neither synergistic with, nor antagonistic to, each 
other, but simple additive effects are often observed, presumably 
also obtainable by an increase in the dose of a single drug. Sulf- 
onamides may fit into group II. 
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When a member of group II is added to a drug of group I, 
the combined result is a function of the relative susceptibility 
of the microbial strain to the drug in group I, and may be either 
synergism (in some cases when the organism is resistant to drugs 
in group I) or even antagonism (in some cases when the organ- 
ism is susceptible to drugs in group II). The details of this com- 
plex matter have been discussed elsewhere.11# ¢ 

This scheme of combined action is entirely hypothetical, al- 
though in accord with conclusive experimental data. With the 
development of additional laboratory evidence and clinical ex- 
perience, modifications will be in order. This scheme has been 
found useful for the planning of experiments and for the selec- 
tion of drug combinations for the specific infections of patients. 
It must be clearly understood that all statements made here 
concerning combined antimicrobial action pertain only to the 
effect on single microbial strains. When several types of micro- 
organisms are involved in an infectious process the simultaneous 
action of several drugs results in a system far too complex to 
permit accurate and rational experimental analysis. 

The current interest in drug combinations has induced many 
pharmaceutical houses to issue mixtures of antimicrobial agents 
in various dosage forms. Sales appeal and “convenience” are 
among the advantages claimed for such preparations. Among 
the important disadvantages the following may be listed: 


1. There is little, if any, objective evidence to indicate that 
the mixture is more effective in a specific infection than an in- 
dividual component. 


2. An increasing tendency prevails to neglect specific etiologic 
diagnosis with the excuse, “the drugs will take care of what- 
ever Organisms may be present,” a statement that is frequently 
fallacious. 


3. Indiscriminate use of drug mixtures where single agents 
might be employed is likely to enhance the development of drug 
sensitivities in the patient. 

4. A fixed drug combination is in direct contradiction to the 
evidence cited above, which indicates that the effect of a given 
drug pair against any one micro-organism is not predictable 
a priori. 

5. The dose relationships in commercial mixtures for pa- 
renteral administration are often incongruous. For example, one 
such mixture is comprised of 1 gm. of dihydrostreptomycin and 
400,000 units of penicillin. In serious clinical situations where 
these two drugs might be employed together, a full dose of strep- 
tomycin (2 gm. per day) would be accompanied by 800,000 
units of penicillin, which is inadequate in some situations. If the 
mixture must be supplemented by addtional penicillin, why not 
dispense the two drugs separately and leave specific dosage up 
to the physician’s judgment? 

For these and other reasons it seems desirable to use extempo- 
raneous combinations of drugs, based on laboratory evidence 
whenever possible, in those specific infections where single agents 
have failed or are expected to fail. Experimental evidence does 
not support the use of fixed mixtures in microbial infections. 


CONCLUSIONS 

Specific etiologic diagnosis of microbial infections remains 
important for their proper management. If the infectious agent 
is known, the single antibiotic “most likely to succeed” can 
sometimes be selected on the basis of experience and at other 
times can be rapidly determined in the laboratory. Only if the 
Organism proves resistant to single drugs by laboratory test or 
by adequate therapeutic trial should drug combinations be 
employed. 

An experimental basis and a tentative scheme for the com- 
bined action of antimicrobial drugs have been outlined. Perhaps 
the most important feature is the variation in the response of 
microbial strains to drug combinations. This emphasizes the 
impossibility of labeling certain drug pairs as “synergistic” or 
“antagonistic” and stresses the desirability of laboratory guidance 
in those occasional difficult situations where drug combinations 
are essential for cure. 
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TENTATIVE MINIMAL REQUIREMENTS FOR 
ACCEPTANCE OF RESUSCITATORS 
AND INHALATORS 


INHALATOR 


Definition —Apparatus with a face mask for providing oxygen 
or oxygen mixtures for a patient to breathe. 


1. With 30 liters per minute flowing into a tightly fitted mask 
on a dummy face, the exhalation valve resistance shall not ex- 
ceed 1 mm. of mercury (1.36 cm. of water). 


2. When the mask is sealed on a dummy face with the con- 
nection so that a flow of 30 liters per minute is drawn from 
the mask to simulate inhalation, the mask pressure shall not 
drop below -2 mm. of mercury if the supply cylinder valve is 
closed completely. 

RESUSCITATOR 


Definition—Apparatus which produces ventilation of the 
lungs by providing variations of pressure through a face mask 
to initiate respiration in nonbreathing patients. 

1. Positive pressure at the face piece shall not exceed 20 mm. 
of mercury. 

2. The cycling rate shall not be less than 10 cycles per minute 
if operating automatically on a volume of 500 cc. of air per 
cycle. 

3. Negative pressure, if used, shall not exceed 9 mm. of 
mercury. 

4. The total positive pressure variation shall not be less than 
8 mm. of mercury, nor more than 20 mm. of mercury. 

5. If automatic and manually operated equipment is used, it 
shall not be possible for the mean mask pressure during one 
respiratory cycle, from the beginning of one inspiration to the 
beginning of the next inspiration, to exceed 4 mm. of mercury. 

6. It shall not be possible for inspiration to exceed 50% of 
the total respiratory cycle. 

7. The resuscitator should be constructed with an automatic 
release mechanism so that the mask pressure cannot build up to 
more than 30 mm. of mercury positive pressure or 15 mm. of 
mercury negative pressure in consequence of a mechanical 
failure. 

8. Operating pressure of the resuscitator shall be indicated, 


and variations from these indicated pressures shall not exceed 


+2 mm. of mercury. 

9. When equipped with an aspirator, it shall deliver not more 
than 500 mm. of mercury and not less than 50 mm. of mercury 
negative pressure. The volume of air moved shall be not less 
than 0.5 cu. ft. (14 liters) per minute. 

10. An adequate fine screen shall be provided between any 
gas under high pressure and the regulator. 

11. A mechanism shall be provided for applying a second 
tank while the first remains in operation. 

12. Legible, concise instructions shall be provided. 

13. For oxygen equipment there shall be a pressure gauge 
to indicate gas pressure in any operating, oxygen cylinder. 

14. Portable models shall be capable of operating in any posi- 
tion in any place in which an operator may be able to use the 
instrument for the purpose of resuscitation of a patient. 

15. The standards of merchandising and the acceptability of 
advertising shall meet the rules of the Council on Physical Medi- 
cine and Rehabilitation. 

It should also be noted that the apparatus should be capable 
of maintaining required mechanical performance: (1) after 
periods of 2 years’ disuse, (2) after 30 days’ exposure to 90% 
humidity, and (3) after 24 hours’ exposure to a temperature 20° 
F below zero. 
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, A COOPERATIVE PROGRAM TO REDUCE 
Se THE COSTS OF HOSPITAL CARE 
“od | The cost of hospital care has become one of the 


largest items in the nation’s bill for medical care and 
may soon become the largest. The widespread concern 
over the mounting costs of hospitalization is well known 
and has raised serious problems for physicians and hos- 
pital administrators alike. 
; A letter to the editor published in this issue of THE 
e JOURNAL (page 713) describes in some detail a volun- 
tary study to be conducted by individual hospitals, which 
the Council on Professional Practice of the American 
Hospital Association is promoting. The purpose of this 
si study is to determine where and how hospital practices 
8 can be improved to reduce costs of hospitalization with- 
—_— out impairing the quality of service rendered. One of the 
chief aims of the study is to interest physicians in the 
problems of hospital management and to secure the 
assistance of physicians in achieving more efficient hos- 
pital administration. 

A number of hospitals have already carried out such 
studies in their own institutions, and the results of these 
pilot studies reveal that greater efficiency has already 
been attained in several instances by the combined efforts 
of the medical and administrative staffs of the hospitals. 

Physicians who are concerned about the expenses 
their patients incur when they are hospitalized do not 
always appreciate how many elements of the patient’s 
hospital stay that aredirectly related to the size of his hos- 
ij pital bill are under their complete control. These range 
h from the initial order to admit the patient to the hospital 
through all orders for diagnostic tests, drugs, and treat- 

ments to the decision as to how long the patient is to 
remain in the hospital. A little reflection on these points 
should make it clear that any effective program to reduce 
hospital costs should provide for the active participation 
of the physicians who compose the medical staff. 

The plan of self-appraisal by hospitals that is now 
being developed does provide physicians with a real op- 
portunity to cooperate with the administrative staff of a 
hospital in seeking to lower costs through increased 
efficiency of all phases of a hospital’s operations. Physi- 
cians on the staffs of all hospitals are urged to take the 
fullest advantage of this new and promising attack that 
is being made on the problem of the high and mounting 
costs of hospital care. 


y 1. Panel on Suicide Held at University of Virginia Hospital November 
28, 1951, Neuropsychiatry 1: 3-38, 1951-1952. 
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SUICIDE—-A LEADING CAUSE OF DEATH 


Medicine has made gratifying progress during recent 
years in its fight against such major causes of death as 
cancer, heart disease, and diabetes; however, another 
leading cause of death, suicide, is becoming more fre- 
quent and receives less attention from most physicians. 
It is important for the physician to be familiar with the 
prevalence of suicidal acts and their causes, diagnosis, 
and treatment. It is essential for him to attempt to recog- 
nize the signs of a possible impending suicidal attempt 
so that the suicidally inclined person may be protected 
from himself. 

At a recent panel held at the University of Virginia 
Hospital * various aspects of the suicide problem were 
discussed by Wright, Wilson, Bachrach, and Sheffe, in- 
cluding incidence, social elements, causes, predictive fac- 
tors, and treatment. A number of facts were brought out 
that are of practical interest and probably not so com- 
monly known as they should be among physicians. 

It was pointed out that suicide is responsible for many 
more deaths than is generally realized. In the United 
States suicide now stands ninth among the leading causes 
of death. Self-inflicted death occurred in 11.2 per 100,000 
population in the U. S. in 1947. In the past 10 years 
167,624 suicides were reported. In addition, there are 
many who attempt suicide, threaten suicide, or are can- 
didates for a future suicidal attempt. 

Most suicides occur among those who might be classed 
as socially ill. These persons, although they cannot al- 
ways be classed as psychotic or neurotic, have failed to 
adapt to their environment. On the other hand, about 
one-third of suicides occur among persons with frank 
mental illness. It is important, also, to note that 40% 
of suicides among men and 20% among women are pre- 
cipitated by ill health other than mental illness. Each of 
these groups presents individual problems in manage- 
ment. The physician often can play only a limited role 
in the management of the “socially ill” group. The chief 
problem with the mentally ill is to bring them under the 
care of a psychiatrist. The physician is oftener directly 
concerned with the physically ill. A common error is to 
underestimate the patient’s need for psychological sup- 
port in the face of chronic disease. Suicide among the 
physically ill can frequently be prevented by keeping 
such persons under competent medical care and by more 
attention on the part of the physician to the psychiatric 
needs of the chronically ill. 

The physician should be on the alert for signs of pos- 
sible impending suicide in patients under his care. Partic- 
ularly significant are deep moods of depression, espe- 
cially of the vegetative type, with insomnia, anorexia, 
slowed physical activity, and apathy. Special precautions 
are necessary during the period of improvement follow- 
ing a depression. Often the severely depressed patient is 
too slowed to carry out a suicidal act. Return to increased 
physical activity with improvement makes self-destruc- 
tion possible. 
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Hertz ? found the Rorschach test of possible value in 
detecting suicidal inclinations. The following configura- 
tions in the records of suicidal patients were especially 
significant: depressed states, active conflict, ideational 
symptomatology, deep anxiety, neurotic structure, with- 
drawal, constriction, sudden and/or inappropriate emo- 
tional outburst, resignation, and agitation. Hertz empha- 
sized that no matter how mild the emotional disturbances 
appear Clinically the presence of five or more of the fore- 
going in the Rorschach record should give cause for 
alarm. Other tests, such as the thematic apperception 
test, in which the subject is given a relatively ambiguous 
picture and asked to tell a story, thereby projecting his 
feeling, emotions, and ideas into the picture, have been 
helpful in detecting possible suicidal intent. Such psycho- 
logical tests may enable one to detect suicidal intent when 
it cannot be detected otherwise clinically. 

A phase of the suicide problem with which the physi- 
cian is often directly concerned is the diagnosis and 
treatment of attempted suicide. It is important first to 
differentiate between the true suicidal attempt and the 
pseudosuicide. In the latter the attempt at suicide is not 
genuine, rather the patient is using this means to express 
a need for assistance. These pseudosuicidal attempts 
should not be taken lightly, since brushing aside such a 
patient may result in a subsequent successful suicidal 
attempt. 

Nearly 80% of all suicides are by violent methods. 
Many of these are problems for the coroner rather than 
the physician. The well-known principles of traumatic 
surgery must be applied to the others. Deaths by poison- 
ing constitute approximately 20% of suicides, and at- 
tempted suicide by poisoning presents a challenge to the 
physician who is called to aid. Carbon monoxide poison- 
ings comprise nearly half of the poisonings. The average 
physician is relatively infrequently faced with the prob- 
lem of treating carbon monoxide poisoning, however, 
since the victim is often dead on the physician’s arrival 
or already resuscitated by first aid workers. Barbiturate 
ingestion, on the other hand, is followed by a latent period 
before symptoms appear, allowing the physician to inter- 
vene and attempt to alter the outcome favorably. 

In instituting treatment for poisoning, the specific poi- 
son must first be identified if possible. Then, steps may be 
taken aimed at evacuation of the poison from the gastro- 
intestinal tract, inactivation of residual poison, elimina- 
tion of absorbed poison, and symptomatic treatment. In 
the urgency of the situation some basic precautions are 
frequently overlooked. Emetics are contraindicated if 
the patient is in deep coma, because of the danger of 
aspiration pnewmonia. Neither emetics nor cathartics 
should be employed when a poison has damaged the gas- 
trointestinal mucosa. The passage of a Levine tube is 
dangerous when strong acid, alkali, or caustic poison has 
been ingested and in strychnine poisoning, when it may 
provoke convulsions. 

Carbon monoxide poisoning is best handled by re- 
moval of the patient from the contaminated environment, 
administration of oxygen through a clear airway, and 
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artificial respiration, if indicated. In the treatment of bar- 
biturate poisoning recent work by Nilsson is of interest.* 
Nilsson postulates that the usual analeptics and respir- 
atory stimulants are contraindicated in barbiturate poi- 
soning, since they increase the oxygen demand of all 
tissues and thus add to the cerebral hypoxia. Nilsson 
stresses the necessity for maintenance of a clear airway 
and correction of hypoxia, and the mortality rate in his 
large series of patients with severe barbiturate poisoning 
who had been unconscious more than 24 hours was only 
4.2%, compared to a mortality rate usually in excess of 
15% for severe cases in other series. This work, although 
provocative, will bear further verification. 

Each case of poisoning presents a specific problem in 
treatment, depending on the poison used. Since the popu- 
larity of various poisons varies at different times and new 
poisons are introduced as by-products of technological 
advances, the physician must constantly review both his 
knowledge of these agents and the best methods of treat- 
ment available. 

The problems relating to suicide, in view of its leading 
role as a cause of death, deserve careful and continued 
study by all physicians. With a better understanding of 
this complex problem by physicians, the loss in lives from 
this cause can be significantly diminished. 


INSTRUCTION IN LEGAL MEDICINE 


Elsewhere in this issue (page 716) is a report of the 
Committee on Medicolegal Problems of the American 
Medical Association that covers a survey concerning 
what is being taught in the field of legal medicine in the 
medical schools of this country. In its report the Com- 
mittee reaches the following conclusions: 

1. That physicians should be well-informed as to their 
legal duties to patients and to the state. Some consider- 
ation of this aspect of the general subject is being given 
at the present time in almost all of the medical schools, 
but the consideration is inadequate in many instances. 

2. That there is as yet too little appreciation and 
understanding of the great practical importance of this 
branch of medicine. Even physicians do not generally 
realize that 20% of all deaths are of such a nature that 
some sort of official investigation is necessary. 

3. That the need for the expansion of medicolegal 
facilities to provide more and better trained investigators 
provides a challenge that is as yet unmet—it being a fact 
that medical scientists participate less actively in the 
administration of justice in the United States than in other 
civilized countries. 

A basic course in legal medicine, regarded by the 
Committee as minimal for inclusion in undergraduate 
curriculums, is proposed for the consideration of the 
deans of the medical schools. 


2. Hertz, M. R.: Suicidal Configurations in Rorschach Records, 
Rorschach Research Exch. J. 12: 1-58, 1948. 

3. Nilsson, E.: On Treatment of Barbiturate Poisoning, Acta med. 
Scandinav. 1951, supp. 253. Respiratory Problem of Barbiturate Poisoning, 
editorial, J. A. M. A. 147: 874 (Oct. 27) 1951. 
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ORGANIZATION SECTION 


COUNCIL ON MEDICAL SERVICE 


The A. M. A. Council on Medical Service reported at a recent 
meeting at A. M. A. Headquarters that mediation committees 
had been set up in each of the 48 states, the District of Columbia, 
and Hawaii, marking a major milestone in the medical care 
program for the United States. This is the result of an intensive 
four year campaign on the part of the medical profession for 
the creation of such patient-physician relations bodies through- 
out the country. Other highlights from reports presented at the 
meeting of the council, were: 

1. Voluntary health coverage continues to gain both in quality 
and in quantity. There are ample reasons to predict that 90 
million persons will be covered by some form of protection 
within the year. 

2. Community health councils have increased from 48 local 
health councils in 1943 to 1,190 in 1951, showing a substantial 
increase during the past year. Twelve indigent medical care 
studies have been made under the direction of the Council, 
and plans are under way for an additional nine studies. Place- 
ment services for physicians have been established in 37 states. 
About 600 emergency call programs are now in operation 
throughout the United States. Dr. Elmer Hess, Erie, Pa., newly 
elected chairman, presided at the Council meeting. 


STUDENT A. M. A. ANNUAL MEETING 
IN DECEMBER 


The annual session of the House of Delegates of the Student 
American Medical Association will be held Dec. 29-30 at the 
Sheraton Hotel, Chicago. Leaders in medicine and medical edu- 
cation will appear on the program. On Dec. 30, Dr. Walter C. 
Alvarez, Chicago, will speak on “The Disappearing Art of Diag- 
nosing with the Eyes and Ears.” John Van Nuys, M.D., dean, 
Indiana University School of Medicine, will be the principal 
luncheon speaker the same day, discussing “A Dean and His 
Problems.” Also on the intensive two day schedule will be a 
luncheon given by the Blue Shield Medical Care Plans and a 
buffet supper by Abbott Laboratories of North Chicago. 

State and county medical societies can lend support to local 
chapters of the S. A. M. A. by making sure that they are repre- 
sented again this year. 


RURAL HEALTH MEETING 


The A. M. A. Council on Rural Health has announced that 
its eighth national conference will be held at the Roanoke Hotel, 
Roanoke, Va., Feb. 27-28, 1953. The theme of the 1953 meet- 
ing will be “Widening the Highway to Health.” Chairman F. S. 
Crockett, Lafayette, Ind., said that the program is being built 
around such subjects as the place of dental care in the rural 
health program; financing rural medical care, including specific 
stories of successful accomplishment; how various rural medical 
care projects have been developed and carried out at the com- 
munity level; and how similar projects may be put into operation. 

On Thursday, Feb. 26—the day preceding the formal sessions 
—members of state rural health committees and committees 
handling rural health matters will have an informal meeting to 
discuss “Doctor Participation in Community Programs.” 


“YOUR DOCTOR” FILM 


From coast to coast county medical societies are joining with 
the American Medical Association to promote showings of the 
film “Your Doctor,” which is being distributed by RKO Pic- 
tures, Inc. County societies have secured bookings of “Your 
Doctor,” ranging from the Golden Gate theater, San Francisco’s 
largest movie-house, to theaters in Wabasha, Minn., Henderson- 
ville, N. C., and others. Physicians are urged to check with 


local theater managers about booking the picture and to make 


use of still photographs, newspaper and postcard mats, and the 
four-page RKO Radio Pictures information sheet available on 
request from the A. M. A. Public Relations Department in pro. 
motion activities. The Leaphart Hospital in Jesup, Ga., did an 
excellent promotional job after arranging with the local theater 
manager that the film be shown. The theater obtained mats from 
the A. M. A. and used them in preparation of newspaper ads 
and throw-aways distributed about town. The LaSalle County 
(Illinois) Medical Society has arranged for theater showings in 
three of the county’s largest towns—LaSalle, Peru, and Mendota. 


RURAL HEALTH RADIO SERIES AVAILABLE 


An eight-week radio transcription series on rural health en- 
titled “Help Yourself to Health” has been released by the Ameri- 
can Medical Association’s Bureau of Health Education to state 
and county medical societies. The series consists largely of true 
stories about small American communities that have successfully 
solved their health problems through local initiative and effort. 
Citizens from these communities tell the stories in their own 
words. The verbatim comments used in the transcriptions were 
tape-recorded at the National Conference on Rural Health held 
in Denver. The series was produced by the Rocky Mountain 
Radio Council. Each program runs 15 minutes. 

Included in the series are such topics as “How Small Towns 
Can Get a Doctor,” “How Small Towns Can Keep a Doctor,” 
“Training Rural Doctors,” “Working Together for Health” 
(health councils) and “Projects for Your Health Council.” The 
theme that “self-help is the American way” runs throughout 
the programs. 


COMMITTEE ON MENTAL HEALTH 


The Board of Trustees has approved the appointment of Dr. 
Richard J. Plunkett as full-time secretary of the newly estab- 
lished standing Committee on Mental Health of the American 
Medical Association. Dr. Plunkett has been a member of the 
A. M. A. editorial staff for the past five years. The new com- 
mittee is composed of Dr. Leo H. Bartemeier, Detroit, chair- 
man, and six other specialists in the general fields of psychiatry 
and neurology. The committee was formed primarily to con- 
sider problems that exist today in psychiatry and mental health. 
The third meeting of the group was held at A. M. A. head- 
quarters, Sept. 18-19. 


NATIONAL CONFERENCE ON TRICHINOSIS 


A National Conference on Trichinosis is being sponsored by 
the American Medical Association in cooperation with the U. S. 
Public Health Service, the U. S. Bureau of Animal Industry, 
the American Public Health Association, and the American 
Veterinary Medical Association. The meeting will be held Dec. 
12 at A. M. A. Headquarters in Chicago. One purpose of this 
meeting is to point out the need for public education on the 
dangers of trichinosis. A. M. A. representatives appointed by 
the Board of Trustees are Drs. Leonard W. Larson, Bismarck, 
N. D., and J. J. Moore, Chicago. 


A. M. A. PREPARES FIRST AID MANUAL 


Tips on how to take care of common first aid emergencies 
have been compiled in a pocket-sized manual by the A. M. A.’s 
Council on Industrial Health and the Bureau of Health Educa- 
tion. This handy booklet outlines adequate first aid instructioas 
for everyday illnesses and injuries. It was designed to help those 
who have not received formal first aid training as well as (0 
refresh the memories of the experienced. Also included is a list 
of suggested items for a first aid kit. Quantity prices will be 
supplied on request by the Order Department. 


4 
S 
P 
Dd 
Se 
th 
Ph 
int 
ed 
| 


Vol. 150, No. 7 


MEDICAL NEWS 


CALIFORNIA 

Institute on Epilepsy.—The fourth Western Institute on Epilepsy 
will be held Oct. 24-25 at the Biltmore Hotel, Los Angeles, under 
the sponsorship of the College of Medical Evangelists and the 
medical schools of the University of California and the Univer- 
sity of Southern California. The purpose is to bring together 
professional and lay workers in this field as a means of co- 
ordinating their efforts. This year’s program will be devoted 
primarily to the problems of epilepsy in children. Details may 
be obtained from Dr. Merl J. Carson, Medical Director, Chil- 
dren’s Hospital Society, Los Angeles. 


DISTRICT OF COLUMBIA 

Symposium on Chemical-Biological Correlation.—The second 
Symposium on Chemical-Biological Correlation, sponsored by 
the Chemical-Biological Coordination Center, National Research 
Council, will be held Oct. 24-25 at the auditorium of the Nation- 
al Academy of Sciences, Washington, D. C. Its theme will be 
“Mechanism of Drug Action and Drug Resistance.” No regis- 
tration fee. 


ILLINOIS 

Allergy Research Laboratory.—The University of Illinois Col- 
lege of Medicine, Chicago, announces that a research laboratory, 
established in 1949 for studies in allergy, has been named the 
Asthmatic Children’s Aid Histochemistry Laboratory. The lab- 
oratory was founded with funds contributed by the Asthmatic 
Children’s Aid, an organization formed in 1940 to further re- 
search in asthma and allergy and to provide relief for under- 
privileged children. The group, which contributes to the care of 
patients in clinics, the education of physicians who will special- 
ize in the treatment of the diseases, and the support of research 
investigations, has given the university $80,000 during the past 
eight years. 


Chicago 

Awards for Saving Baby of Poliomyelitis Victim.—The Chicago 
Board of Health recently voted awards of merit to a Wesley 
Memorial Hospital surgical team of two physicians and three 
nurses who delivered a healthy, premature infant by cesarean 
section to a mother critically ill of poliomyelitis. They were 
Drs. Harry B. Benaron and Mary Karp and nurses Freda Hein, 
Ann Quimby, and Mary Erdman. 


Heart Exhibit—The Chicago Heart Association and the Museum 
of Science and Industry have issued invitations for a preview and 
dedication of the heart exhibit, “Here Is Your Heart,” to be held 
at the museum (South Shore Dr. at 57th St.) Oct. 23. The pre- 
view will open at.5 p. m.; the dedication dinner is scheduled for 
6:30 p. m. The presentation of the exhibit to the museum will 
be made by Dr. George E. Wakerlin, chairman, Chicago Heart 
Association Exhibit Committee. Roger Adams, Ph.D., professor 
of chemistry, University of Illinois, Urbana, will deliver an 
address on “The Heart.” 


/MARYLAND 


Symposium on Trauma.—The Joint Committee on Medicolegal 
Problems of the Baltimore and Maryland bar associations and 
the Medical and Chirurgical Faculty have arranged a symposium 
on trauma and its relation to disease, to be held at Osler Hall, 
1211 Cathedral St., Baltimore, Oct. 24 at 8 p. m. Mr. Paul F. 
Due, president of the Bar Association of Baltimore City, will 
serve as moderator of the panel discussion. Participants will be 
the Hon. Emory H. Niles, Supreme Bench of Baltimore City, 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


Dr. Russell S. Fisher, chief medical examiner, and Drs. Joseph L. 
Lilienthal Jr. and Eugene Meyer III, Johns Hopkins Hospital, 
Baltimore. 


MICHIGAN 


Narcotics Clinic Opened. — The newly established narcotics 
clinic of the Detroit Department of Health at 1415 St. Antoine, 
telephone number, WO. 5-3000, ext. 293, is now ready to accept 
referrals from physicians who have patients with a drug addic- 
tion problem. Dr. Louis H. Bassett is director of the clinic. 


Personal.—Dr. Frank D. Johnson was recently elected president 
of the Flint Academy of Medicine. He is a past president of the 
Genesee County Medical Society. Dr. Paul B. Kilmer of 
Reed City was recently awarded a certificate of commendation 
for 10 years of service as medical advisor to the local selective 
service board. 


MINNESOTA 


Leo G. Rigler Lecture.—On Oct. 22 the annual Leo G. Rigler 
lecture will be presented on the University of Minnesota campus, 
Minneapolis, by Dr. Byrl R. Kirklin, professor, department of 
radiology, Mayo Foundation, Rochester, who will discuss 
“X-Ray Diagnosis of Diseases of the Gallbladder.” 


Outbreak of Typhoid Fever.—According to the U. S, Public 
Health Service, Dr. Dean S. Fleming, Minnesota Department 
of Health, recently reported seven cases of typhoid fever, which 
occurred after a neighborhood picnic. The probable source was 
a 73-year-old woman, a previously unidentified carrier, who 
furnished sandwiches and creamed potatoes. Salmonella typhosa, 
isolated from two feces specimens from the suspected carrier 
and from four patients were all bacteriophage type A. 


NEBRASKA 


Omaha Physicians Hold Medical-Civic Outing —The Omaha- 
Douglas County Medical Society recently held its first medical- 
civic picnic, which was so successful that it will be repeated 
annually. Invited guests included the governor, state legislators, 
city councilors and commissioners, members of the board of 
health, and outstanding civic leaders. About 150 physicians at- 
tended. 


Clinical Society Meeting in Omaha.—The Omaha Mid-West 
Clinical Society will hold its 20th annual assembly Oct. 27-31 
at the Hotel Paxton. Guest speakers include Drs. Samuel F. 
Marshall and Frank N. Allan, Boston; L. Henry Garland, San 
Francisco; Leo H. Bartemeier, Detroit; Ralph A. Reis, Chicago; 
H. Relton McCarroll, St. Louis; Francis W. Lynch, St. Paul; 
Henry J. Tumen, Louis H. Clerf, and Burgess L. Gordon, Phila- 
delphia; John McMaster Waugh, Rochester, Minn.; Donovan J. 
McCune, Vallejo, Calif.; Walter M. Simpson, Laguna Beach, 
Calif.; Rene Cailliet, Santa Monica, Calif.; George A. Schu- 
macher, Burlington, Vt.; Odon F. von Werssowetz, Nashville, 
Tenn.; and Mr. Stanley R. Mauck, Columbus, Ohio. Many of 
these guest speakers will lead discussion groups at the daily buffet 
luncheons and dinners. There will be panel discussions Tuesday 
morning on pulmonary tuberculosis, obesity, and childbirth, and 
Thursday morning on headache, rheumatic disease, and diseases 
of the thyroid gland and their management. Monday morning at 
10 a. m. motion pictures will be shown on sigmoid, rectum, and 
anal canal endoscopic views and on anemia, the latter to be re- 
peated Thursday at 8:20 a. m. Thursday evening will be Omaha- 
Douglas County Medical Society Night. Dr. Clerf will speak on 
“Significance of Hoarseness” and Dr. McCune on “Isolation 
Technics in Acute Infectious Diseases in Children.” Dr. Walter 
M. Simpson, Captain, MC, U. S. Naval Reserve, retired, will 
present some medical experiences with the Allied Armed Forces 
in the South Pacific, “So Many Hands” (U. S. Navy, Bureau of 
Medicine and Surgery motion picture). 
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NEW YORK 

Lecture on Cardiovascular Emergencies.—The Medical Society 
of the State of New York, with the cooperation of the New 
York State Department of Health, has arranged a presentation 
for the Geneva Academy of Medicine, to be given Oct. 20, 8:30 
p. m., at the Belhurst in Geneva. Dr. Louis Faugeres Bishop 
Jr., assistant professor of clinical medicine, Post-Graduate Medi- 
cal School of the New York University-Bellevue Medical Center, 
will speak on “The Management of Cardiovascular Emer- 
gencies.” 


New York City 

Weekly Cancer Lectures.—A series of weekly lectures, “Basic 
Principals of Cancer Practice As Related to the General Prac- 
titioner,” is being given on Mondays from 9 to 10 a. m. by the 
Harlem Hospital Staff under directorship of Dr. Isidore A. 
Arons. The lectures are held in the Nurses’ Auditorium, 27 W. 
136 St. 


Cancer Society Meeting.—The New York Cancer Society an- 
nounces that its first scientific program for the year 1952-1953 
will be held Oct. 24 at 8:30 p. m. in the auditorium of the New 
York Academy of Medicine, 5th Ave. and 103rd St. The meet- 
ing will be open to all physicians. The evening’s topic “Broncho- 
genic Cancer” will be discussed by the following physicians: 

Harold L. Stewart, Bethesda, Md., Experimental Carcinoma in Labora- 

tory Animals. 
Richard H. Overholt, Boston, Tuberculosis, Pneumonia, and Cancer. 
William E. Smith, New York, Clinical Evidence on Etiology. 


Free Public Lectures——The New York Academy of Medicine is 
presenting its 18th series of free Wednesday evening lectures for 
laymen at 2 E. 103rd St. The series, “Medicine in a Changing 
Society,” will begin Oct. 22 with the Linsly R. Williams memorial 
lecture “Adventure and Security in a Changing World” by Dr. 
Franz G. Alexander, director, Institute for Psychoanalysis, 
Chicago. Other presentations, all of which will begin at 8:30 
p. m., are as follows: 


Nov. 5, Changes in Family Life and Mental Health, John A. Rose, 
Philadelphia. 

Nov. 19, The Ministry of Religion in the Light of Psychiatry, Rev. 
Otis R. Rice, New York. 

Dec. 3, What the Laboratory Can Tell Us About Nervous Breakdown, 
W. A. Horsley Gnatt, Baltimore. 

Jan. 7, 1953, Organic Factors and Personality Functions, William 
Malamud, Boston. 

Jan. 28, The Power Revolution of the 19th Century in the United States, 
Philippe Le Corbeiller, Ph.D., Cambridge. 


Seminars on Child Rehabilitation—One week seminars on the 
rehabilitation of children will be presented by the New York 
University Post-Graduate Medical School, Oct. 20-24, 1952, 
and Jan. 19-23, 1953, from 9 a. m. to 5 p. m. at the Children’s 
Division of the Institute of Physical Medicine and Rehabilitation, 
400 E. 34th St. The course will encompass poliomyelitis, cerebral 
palsy, spina bifida, muscular dystrophy, and cardiac conditions. 
Members of the staff of the children’s division who will conduct 
the seminars include: Drs. Howard A. Rusk, George G. Deaver, 
Donald A. Covalt, Vera S. Emanuel, and Muriel R. Benton. In- 
formation may be obtained from Dr. George G. Deaver, director 
of the children’s division of the institute. The tuition fee is $30. 
Registrations will be received on the, first day of the course at 
the office of the dean, New York University Post-Graduate 
Medical School, 477 First Ave. Arrangements may be made 
through the institute for rooms in nearby hotels at rates ranging 
from $16 to $25 per week. Meals will average from $4 to $5 per 


day. 


OHIO 

Open House at Health Museum.—The Cleveland Health Mu- 
seum (8911 Euclid Ave.) will hold open house ‘Oct. 19 from 6 to 
10 p. m. This function will launch the convention activities of 
the Public Health Education Section of the American Public 
Health Association, which is holding its annual meeting in Cleve- 
land, Oct. 20-24 (J. A. M. A. 150:598 [Oct. 11]). A special 
feature of the open house will be a preview of the new exhibit 
“We, the People,” a graphic presentation of the 1950 census 


(figures. 
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PENNSYLVANIA 


Future General Practitioners.—In the University of Pennsylvania 
School of Medicine, Philadelphia, 60 members of a class number- 
ing 110 have organized “to promote the aims and the interest of 
general practice and of the general practitioner.” They are 
interested in “practice in small or moderate sized communities in 
the true fashion of the family doctor.” The members of this 
group, who expect to graduate in June, 1953, would like to be 
informed of the availability of good internship services in hos- 
pitals in close proximity to needful districts. 


Philadelphia 


Symposiums on Gastroenterology. —The Philadelphia Academy 
of General Practice is conducting “monthly symposiums on 
gastroenterology at 301 S. 21st St., beginning at 9:30 p. m. On 
Oct. 22 Thomas E. Machella, University of Pennsylvania, will 
discuss “Therapy of Peptic Ulcer in the Home and Office.” Other 
presentations are scheduled as follows: 
Nov. 26, Diagnosis and Treatment of Specific and Nonspecific Colitis, 
Charies M. Thompson. 
~— Diagnosis and Treament of Disease of the Liver, J. Edward 
erk, 
Jan. 28, 1953, Indications and Contraindications for Surgery in Gastro- 
intestinal Disorders, Isidor S. Ravdin. 
Feb. 25, Common Causes and Treatment of Gastric Upsets in Infants 
and Children, Milton Rapoport. 


RHODE ISLAND 


Fiske Fund Prize Dissertation.—The trustees of the Caleb Fiske 
Fund of the Rhode Island Medical Society announce that a prize 
of $200 will be awarded for the prize dissertation of 1952 on 
“The Present Status of Anti-Coagulant Therapy.” Dissertations, 
with a motto inscribed, must be submitted by Dec. 1, and must 
be accompanied by a sealed envelope bearing the same motto 
inscribed on the outside, with the name and address of the 
author within. The successful author must agree to read his 
paper before the Rhode Island Medical Society at its annual 
meeting, May 7, 1953. Copy must be typewritten, double spaced, 
and under 10,000 words. For information write the Rhode Island 
Medical Society, 106 Francis St., Providence 3. 


TEXAS 

Tumor Seminar.—The annual San Antonio tumor seminar will 
be held at 9 a. m. Nov. 1 in Annex 4, Brooke Army Hospital, 
San Antonio. This seminar, sponsored by the San Antonio Soci- 
ety of Pathologists, is supported by the Texas Division of the 
American Cancer Society and the College of American Pathol- 
ogists. The guest conductor will be Dr. Lauren V. Ackerman, 
professor of surgical pathology, Washington University School 
of Medicine, St. Louis. Pathologists and others interested in 
obtaining a box of study slides for the seminar should write to 
Dr. Alvin O. Severance, Baptist Memorial Hospital, 205 Cam- 
den St., San Antonio 2. No registration fee. 


VIRGINIA 


Cardiovascular Conference.—An all day conference on cardio- 
vascular disease will be held in McKim Hall, University of 
Virginia, Charlottesville, Oct. 24. The program is as follows: 


9:15 a.m., Arrhythmias in Practice, Julian R. Beckwith, Clifton Forge. 

9:45 a.m., Basic Management of Patient With Congestive Heart Failure, 
Norman F. Wyatt, Charlottesville. 

10 a.m., Special Therapy in Congestive Failure, J. Edwin Wood Jr., 
Charlottesville. 

10:15 a.m., Complications Associated with Treatment of Congestive 
Failure, Preston B. Lowrance, Charlottesville. 

10:40 a.m., Prophylaxis of Rheumatic Fever, Alto E. Feller, Charlottes- 
ville. 

11 a.m., Current Practices in Cardiovascular Surgery, George R. Minor, 
Charlottesville. 

11:30 a.m., Panel Discussion. 

2 p.m., Management of Hypertension with Particular Reference to 
Newer Drug Therapy, Edward S. Orgain, Durham, N. C. 

3:30 p.m., Special Problems in the Management of Angina Pectoris 
and Myocardial Infarction, J. Edwin Wood Jr., Charlottesville. 

3:45 p.m., Can Arteriosclerosis be Retarded? William Parson, Charlottes- 
ville. 

4:05 p.m., Panel Discussion. 

8 p.m., (in the medical school pA eS Se Fear of Heart Disease, 
Howard B. Sprague, Boston. 
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Graduate Lectures.—The University of Virginia Medical School, 
Charlottesville, is offering a series of graduate medical lectures, 
to be held in the medical school auditorium. On Oct. 20 Dr. 
Thomas P. Almy, Cornell University Medical College, New 
York, will speak on “Motor Disturbances of the Intestine.” The 
lecture on Oct. 24, “Fear of Heart Disease” by Dr. Howard B. 
Sprague, Boston, will be held in conjunction with the conference 
on cardiovascular disease (see preceding announcement). Suc- 
ceeding lectures will be held at 8 p. m. Monday evenings as 
follows: 
Nov. 3, Henry K. Beecher, Boston, Relief of Pain with Chemical Agents. 
Nov. 17, Arthur C. Curtis, Ann Arbor, Mich., Sarcoidosis. 
Nov. 24, J. Burns Amberson, New York, Management of Tuberculosis 
in View of Recent Advances. 
Dec. 1, John C. Whitehorn, Baltimore, Psychiatry and Medical 
Education, 


WEST VIRGINIA 


Collagen Disease Symposium.—A symposium on collagen dis- 
eases with emphasis on gout and arthritis, sponsored by the 
Kanawha Medical Society, will be held at the Daniel Boone 
Hotel in Charleston, Oct. 29. All collaborators are Pittsburgh 
physicians. In the afternoon, clinical considerations of gouty 
arthritis will be discussed by Dr. Paul S. Caplan, pathology by 
Dr. Milton W. Golomb, metabolism by Dr. E. Wayne Martz, 
and treatment by Dr. Mary A. Garrity. Dr. James T. McLaughlin 
will talk on “Psychologic Aspects of Rheumatoid Arthritis.” Dr. 
Harry M. Margolis, guest speaker at the evening session, will 
discuss “Treatment of Rheumatoid Arthritis.” Physicians in West 
Virginia are invited. Information may be obtained from Dr. 
Philip Preiser, Medical Arts Bldg., Charleston. 


WISCONSIN 


Four Year Course in Physical Therapy.—Marquette University, 
Milwaukee, offers a course in physical therapy for the first time 
this fall. The new curriculum will be a four year course, with 
the last two years spent in the medical school, actual clinical 
training being given by means of supervised internship in city 
institutions. Twenty students will be accepted each class year. 


Lecture on Infectious Diseases.—Sir Frank Macfarlane Burnet, 
M.D., director, Walter and Eliza Hall Institute of Medical Re- 
search, Melbourne, Australia, has been named to the University 
of Wisconsin Knapp visiting professorship. Dr. Burnet is present- 
ing three afternoon lectures a week from Oct. 13 to 19 and from 
Nov. 3 to 30 on problems in the biology of infectious diseases. 
Six lectures are based on specific diseases: influenza, Q fever, 
poliomyelitis, myxomatosis (the virus disease being used in 
Australia to control the rabbit population), psittacosis (parrot 
fever), and herpes simple (cold sores). The course is under the 
joint sponsorship of the University of Wisconsin departments 
of bacteriology and veterinary science. 


Clinic on Heart Disease.—Dr. Ovid O. Meyer, chairman, post- 
graduate education committee of the Wisconsin Heart Associa- 
tion, announces a clinic on heart disease for Wisconsin phy- 
sicians. Identical clinics will be held at the Marquette University 
School of Medicine in Milwaukee Oct. 22 and at the University 
of Wisconsin Medical School Auditorium in Madison Oct. 23. 
Drs. Paul D. White, Boston, and Alfred Blalock, Baltimore, will 
conduct clinics in the afternoon on subjects furnished to them 
at the two medical schools. Each will give a formal presentation 
in the evening. The title of Dr. White’s talk will be “Three Medi- 
cal Eras.” Dr. Blalock will discuss “The Surgical Treatment of 
Certain Types of Cardiovascular Disorders.” 

These clinics are made possible through a special grant from 
the Wisconsin Heart Association. No fee will be charged. All 
members of the medical profession in Wisconsin are welcome. 


Course in Cardiology.—The University of Wisconsin Medical 
School, Madison, offers a postgraduate course “Recent Advances 
in Cardiology” Oct. 28-30, conducted by Dr. Herman H. Shapiro, 
associate professor of clinical medicine. It features ward rounds 
and practice reading of electrocardiograms in small groups. Staff 
members will lecture on psychosomatic aspects of cardiovascular 
disease, medical and surgical aspects of congenital heart disease, 
coronary disease, rheumatic fever, subacute bacterial endo- 
carditis, hypertensive heart disease, and digitalis, diuretics, and 
Tesuscitators. A motion picture on “Management of Cardiac 
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Decompensation” will be shown at 1:30 p. m. Wednesday, and 
X-ray examination conferences will be held at 4 p. m. Thursday 
Advanced registration must be made. The course is limited to 
20 registrants. Applications should be sent to Dr. Robert C. 
Parkin, coordinator of Graduate Medical Education, University 
of Wisconsin Medical School, 418 N. Randall Ave., Madison 6. 
The fee is $10. Checks should be made to the University of 
Wisconsin, 


GENERAL 


Mental Hospital Institute—The fourth mental hospital institute 
of the American Psychiatric Association will be held at the 
Deshler-Wallick Hotel, Columbus, ‘Ohio, Oct. 20-23. The in- 
stitute is designed to provide a workshop where workers con- 
cerned with mental hospital problems can exchange ideas and 
techniques. Information can be secured from the APA Mental 
Hospital Service, 1785 Massachusettes Ave. NW, Washington 6, 


Rehabilitation Conference.—The National Rehabilitation Associ- 
ation will hold its annual conference at the Seelbach Hotel, 
Louisville, Oct. 19-23. The theme will be “Community Planning 
for Rehabilitation.” Among those who will participate in the 
program are Drs. William G. Hollister, Atlanta, Leonard J. 
Goldwater, New York, Herman K. Hellerstein, Cleveland, Sol 
Parent, Newark, N. J., John W. Deyton, Okmulgee, Okla., Harry 
Sands, Ph.D., New York, Edward D. Schwade, Milwaukee, and 
Kenneth S. Landauer, New York. Region 4 will hold its confer- 
ence at the time of the national meeting at Louisville Oct. 20. 


Nominations for Markle Fund Scholarships.——Nominations are 
now being accepted by the John and Mary R. Markle Founda- 
tion, which, through its Scholar in Medical Science Program, 
annually helps teachers and investigators on the staffs of medi- 
cal schools in the United States and Canada to become estab- 
lished in the field of academic medicine. Each accredited medical 
school is invited to nominate one candidate. Grants of $30,000, 
at the rate of $6,000 annually, will be made to the school over 
a five year period for the support of each scholar selected. All 
nominations should be in the hands of the foundation on or 
before Dec. 1. 


Cancer Society Meeting.—The American Cancer Society will 
hold its annual scientific session at the Park Sheraton Hotel, New 
York, ‘Oct. 21-22. The theme of the session “Radiations Versus 
Cancer: A Critical Evaluation” will involve (1) x-rays as diag- 
nostic tools, (2) fundamentals in radiation therapy, and (3) prac- 
tical applications of irradiation in the treatment of the cancer 
patient. Among those participating in the program will be scien- 
tists from the Curie Institute in Paris, Radiumhemmet, Stock- 
holm, the Radium Center of Copenhagen, the Royal Cancer 
Hospital in London, and the Saskatchewan Cancer Commission, 
as well as those from medical centers in the United States. 


Papers for Psychosomatic Program.—The program committee 
of the American Psychosomatic Society, which will hold its 10th 
annual meeting at Chalfonte-Haddon Hall, Atlantic City, N. J., 
May 2 and 3, 1953, invites submission of titles and abstracts 
of papers for consideration for the program. The committee is 
interested in investigations in the thebry and practice of psycho- 
somatic medicine as applied to adults and children in all the 
medical specialties and in contributions in psychophysiology and 
ecology. One panel will be devoted to the adrenal cortex; ab- 
stracts of contributions to this panel will be considered by the 
committee. Twenty minutes will be allotted for the reading of 
each paper. Papers accepted for presentation at the meeting 
will be submitted to the editorial board of Psychosomatic Medi- 
cine for possible publication in the journal. Material for con- 
sideration by the program committee should be sent, in duplicate, 
before Dec. 1, to Dr. Sydney G. Margolin, Chairman, 551 
Madison Ave., New York 22. 


Cancer Fellowships and Traineeships.—The program of clinical 
fellowships of the American Cancer Society will continue 
through the next institutional training year, with fellowship 
training commencing July 1. The program will also include 
support for clinical traineeships of the American Cancer Society 
similar to its current program. These traineeships are oppor- 
tunities for training for physicians at a level somewhat lower 
than the clinical fellowship and thus carrying lesser stipends, 
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such stipends to be commensurate with the level of training for 
each trainee up to a maximum of $3,600. Fellowships and 
traineeships will be made available primarily to teaching in- 
stitutions approved by the Council on Medical Education and 
Hospitals of the American Medical Association. 

The deadline for filing applications is Nov. 10. Applications 
should be addressed to Dr. Brewster S. Miller, director, Pro- 
fessional Education Section, American Cancer Society, Inc., 
47 Beaver St., New York 4. 


Annual Meeting of Gastroenterologists in New York.—The 
annual convention of the National Gastroenterological Associa- 
tion will be held at the Hotel Statler, Oct. 20-22, and will be 
followed by a postgraduate course in gastroenterology, Oct. 23- 
25. The following symposiums will be given: Monday, 9 a. m., 
diseases of the liver; and Tuesday, 9 a. m., symposium for the 
general practitioner, including discussions of insulin and dia- 
betes, acute lower abdominal emergencies, upper abdominal 
pain, bleeding from the gastrointestinal tract, rectal bleeding, 
and diagnosis and treatment of diarrheal diseases. At 2:40 p. m. 
there will be a symposium on bleeding esophageal varices and 
portal hypertension. Wednesday at 2 p. m. Dr. William W. Ler- 
mann, president, Pittsburgh, will serve as moderator for a panel 
discussion on gastrointestinal roentgenographic methods, diag- 
nosis and treatment, with Dr. Lay Martin, Baltimore, and Drs. 
Frederic W. Bancroft and Sydney Weintraub, New York, as 
collaborators. The president’s annual reception will be held at 
6:30 p. m. Monday and the annual banquet at 7 p. m. Tuesday. 


Southwestern Surgical Congress——The Southwestern Surgical 
Congress will convene Oct. 20-22 at the Baker Hotel, Dallas, 
Texas, under the presidency of Dr. Michael E. De Bakey, Hous- 
ton, Texas. Guest speakers will include: 
Joseph G. Hamilton, San Francisco, Applications in Medicine of 
Artificially Prepared Radioactive Elements. 
Marcus M. Ravitch, Baltimore, Surgery of the Lungs and Thoracic 
Parietes in Infants and Children. 
William P. Nicholson Jr., Atlanta, Carcinoma of the Breast. 
John D. Stewart, Buffalo, Gastroduodenal Hemorrhage. 
Gershom J. Thompson, Rochester, Minn., Tumors in the Renal Area. 
Charles L. Martin, Dallas, Treatment of Cancer of the Face, Mouth, 
and Neck. 


Guest speakers will also participate in round-table discussions 
to be held daily during the meeting. Each afternoon session will 
include a one hour panel discussion at 2 p. m.: Monday, “Anes- 
thesia,” with Dr. Earl F. Weir, Dallas, as moderator; Tuesday, 
“Gynecology,” with Dr. Jean P. Pratt, Detroit, moderator; and 
Wednesday, “Fractures,” with Dr. J. Albert Key, St. Louis, 
moderator. Motion pictures will be shown daily at 7:45 a. m. 

The presidential address on “Primary Carcinoma of the Lung” 
will be delivered Tuesday at 3 p. m. A barbecue dinner and 
square dance are scheduled for Monday evening at Casa Linda 
Lodge. Registration fee for nonmembers is $10. 


Course in Radiological Safety—The Post-Graduate Medical 
School of the New York University-Bellevue Medical Center in 
cooperation with the United States Atomic Energy Commission 
will conduct a course on radiological safety, Oct. 20-31, at the 
Institute of Industrial Medicine of the Post-Graduate Medical 
School. The course is designed to acquaint industrial hygienists; 
insurance engineers; state, federal, county, and city health 
officials; industrial and research institution safety engineers; 
industrial physicians; and present and potential users of radio- 
isotopes and x-ray equipment with the fundamentals of radiation 
safety. 

The lectures and demonstrations will cover the following 
subjects: atomic physics, interaction of radiation with matter, 
the theory of detection and measurement of radiation and the 
principles of radiation detection and measuring instruments, 
introduction to radiobiology, history of radiation damage, maxi- 
mum permissible exposures to radiation, and uses of radiation 
in medicine, research, and industry; principles of radiological 
safety, procedures for low level laboratories, radiation shielding, 
and surveying and monitoring instruments and their uses; and 
area and continuous monitoring, waste disposal and transporta- 
tion, and air hygiene. Information may be obtained from the 
Office of the Dean, New York University Post-Graduate Medi- 
cal School, 477 First Ave., New York 16. 
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Prevalence of Poliomyelitis—According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States, its territories, and 
possessions in the weeks ended as indicated: 


Sept. 27, Sept. 20, Sept. 29, 


Area 1952 1952 1951 
New England States 
1 3 


Middle Atlantic States 


East North Central States 


243 283 
110 152 
° 324 436 
West North Central States 
37 21 
124 1380 
South Atlantic States 
12 19 
District of Columbia 7 s 
Ey 35 47 
25 27 
33 30 
East South Central States 
eves 102 151 
24 389 
West South Central States 
Arkansas... 26 19 
Louisiana... 17 33 
Oklahoma. . 87 
Mountain States 
15 15 
Pacific States 
Territories and Possessions 
3,539 4,193 1,407 


National Safety Congress in Chicago.— The 40th National 
Safety Congress and Exposition will be held in Chicago Oct. 
20-24. Sessions on industrial safety are scheduled for the Conrad 
Hilton, Congress, Morrison, and Sheraton hotels; traffic safety 
sessions at the Congress Hotel; commercial vehicle, transit, and 
farm safety sessions at the LaSalle Hotel; school safety sessions 
at the Morrison Hotel; and home safety sessions at the Conrad 
Hilton Hotel. Monday at 2 p. m. at the Congress Hotel there 
will be a panel discussion on “How Hernias Occur and Their 
Relation to Occupation and Treatment.” The discussion leader 
will be Dr. Kozme F. Kapov and the participants Drs. Burton C. 
Kilbourne and John C. Troxel, all of Chicago. On Monday at 
8 p. m. there will be a joint meeting of the American Academy 
of Pediatrics and the National Safety Council at the Palmer 
House. Dr. William Langford, New York, will present a prog- 
ress report of a study of accident proneness among children, 
and Dr. Sidney Farber, Boston, will discuss “Studies of Sudden 
Death in Infants.” On Tuesday at 9: 45 a. m. Dr. Theodore 8. 
Van Dellen, Chicago, will lead a panel discussion on “The 
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Impact of Temporary Disability on Industry,” in which Dr. 
Arthur K. Peterson of Chicago will be one of the collaborators. 
Among other physicians participating in the sessions will be: 


Lawrence Jones, Los Angeles, Cause, Treatment, and Prevention of Low 
Back Pain. 

Harold Brandaleone, New York, Medical Aspects of Accident Pre- 
vention, 

Edith Lind Kristeller, New York, A Home for the Handicapped—An 
Example of Human Engineering. 

Russell B. Robson, Windsor, Ontario, Canada, Conditioning for Retire- 
ment. 

Charles F. Shook, Toledo, Ohio, Just People. 

George H. Gehrmann, Wilmington, Del., New Approach to Safety. 

Hedwig S. Kuhn, Hammond, Ind., The Eyes Have It. 

John W. G. Hannon. Washington, Pa., Practical Aspects of Pulmonary 
Function. 

Archer S. Gordon, Chicago, Critical Survey of Manual Artificial Respi- 
ration. 


The banquet, Wednesday at 6: 30 p. m. at the Conrad Hilton 
Hotel, will be addressed by the Hon. Luther W. Youngdahl, 
Judge, United States District Court for the District of Columbia, 
Washington, D. C. Information may be obtained from Reuben 
L. Forney, General Secretary, National Safety Council, 425 N. 
Michigan Ave., Chicago 11. 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION CLINICAL Session, Denver, Dec. 2-5. 
Dr. George F. Lull, 535 North Dearborn Street, Chicago 10, Secretary. 


AMERICAN ACADEMY OF DERMATOLOGY AND SyYPHILOLOGY, Palmer House, 
Chicago, Dec. 6-11. Dr. John E. Rauschkolb, P.O. Box 6565, Cleve- 
land 1, Secretary. 


AMERICAN ACADEMY OF PeEptaTRiIcs, Palmer House, Chicago, Oct 20-23. 
Dr. E. H. Christopherson, 610 Church St., Evanston, Ill., Secretary. 


AMERICAN ACADEMY OF TROPICAL MeEDicINE, Galveston, Texas, Nov. 13-15. 
Dr. Clay G. Huff, Navy Medical Research Institute, Bethesda 14, Md., 
Secretary. 


AMERICAN ASSOCIATION OF MeEDiIcAL CLINICS, Cosmopolitan Hotel, Denver, 
Nov. 30-Dec. 1. Dr. Edwin P. Jordan, Box 114, Charlottesville, Va., 
Executive Director. 


AMERICAN CANCER Society, Park Sheraton Hotel, New York, Oct. 21-22. 
Dr. Brewster S. Miller, 47 Beaver St., New York 4, Director. 


AMERICAN DIETETIC ASSOCIATION, Minneapolis Auditorium, Minneapolis, 
Oct. 21-24, Miss Ruth M. Yakel, 620 North Michigan Avenue, Chicago 
11, Executive Secretary. 


AMERICAN PSYCHOANALYTIC ASSOCIATION, New Yorker Hotel, New York, 
Dec. 4-7. Dr. LeRoy M. A. Maeder, 1910 Rittenhouse Square, Phila- 
delphia 3, Secretary. 


AMERICAN Pusiic HEALTH ASSOCIATION, Public Auditorium, Cleveland, 
Oct. 20-24. Dr. Reginald M. Atwater, 1790 Broadway, New York 19, 
Executive Secretary. 


AMERICAN SOCIETY OF ANESTHESIOLOGISTS, Philadelphia, Nov. 11-14. Dr. 
J. Earl Remlinger Jr., Suite 1101, 188 West Randolph Street, Chicago 
1, Secretary. 


AMERICAN SOCIETY FOR THE STUDY OF ARTERIOSCLEROSIS, Hotel Knicker- 
bocker, Chicago, Nov. 9-10. Dr. O. J. Pollak, P. O. Box 228, Dover, 
Del., Secretary. 


AMERICAN SOCIETY OF TROPICAL MEDICINE AND HYGIENE, Galvez Hotel, 
Galveston, Texas, Nov. 13-15. Dr. Quentin M. Geiman, 25 Shattuck St., 
Boston 15, Secretary. 


ASSOCIATION OF AMERICAN MEDICAL COLLEGES, The Broadmoor, Colorado 
Springs, Colo., Nov. 10-12. Dr. Dean F. Smiley, 185 North Wabash 
Ave., Chicago 1, Secretary. 


ASSOCIATION OF LiFE INSURANCE MEDICAL DirRECTORS OF AMERICA, Los 
Angeles, Oct. 21-23. Dr. Henry B. Kirkland, P. O. Box 594, Newark 1, 
N. J., Secretary. 


ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Hotel Statler, 
Washington, D. C., Nov. 17-19. Dr. R. R. Sayers, Armed Forces 
Institute of Pathology, Washington 25, D. C., Secretary. 


ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL DISEASES, Hotel 
Roosevelt, New York, Dec. 12-13. Dr. Clarence C. Hare, 700 West 
168th St., New York 32, Secretary. 


ASSOCIATION OF STATE AND TERRITORIAL HEALTH OFFICERS, Washington, 
D. C., Dec, 8-11. Dr. John D. Porterfield, 306 Ohio Depts. Bldg., 
Columbus 15, Ohio, Secretary. 


CONGRESS OF NEUROLOGICAL SURGEONS, Palmer House, Chicago, Nov. 6-7. 
Dr. Bland W. Cannon, 1092 Madison Ave., Memphis, Tenn., Secretary. 
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Great FALts MEDICAL-SURGICAL CONFERENCE, Great Falls, Mont., Oct. 
24-25. Dr. William E. Sullens, Box 1066, Great Falls, Mont., Chair- 
man. 


InDIANA STATE MEDICAL ASSOCIATION, Murat Temple, Indianapolis, Oct. 
28-30. Mr. James A. Waggener, 23 E. Ohio St., Indianapolis 4, Executive 
Secretary. 


INTERSTATE Post GRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
Public Auditorium, Cleveland, Nov. 10-13. Dr. Arthur G. Sullivan, 
16 North Carroll St., Madison, Wis., Managing Director. 


NATIONAL ASSOCIATION FOR MENTAL HEALTH, Henry Hudson Hotel, New 
York, Nov. 17-19. Dr. George S. Stevenson, 1790 Broadway, New York, 
Medical Director. 


NATIONAL GASTROENTEROLOGICAL ASSOCIATION, Hotel Statler, New York, 
Oct. 20-22, Dr. A. Xerxes Rossien, 1819 Broadway, New York 23, 
Secretary. 


NEw ENGLAND OBSTETRICAL AND GYNECOLOGICAL Society, Hotel Somerset, 
Boston, Oct. 29. Dr. Carmi R. Alden, 270 Commonwealth Ave., Boston 
16, Secretary. 


NEw ENGLAND POSTGRADUATE ASSEMBLY, Hotel Statler, Boston, Oct. 28-30. 
Dr. Laurence B. Ellis, 22 Fenway, Boston, Chairman. 


NortH Paciric SurGIcAL ASSOCIATION, Spokane, Wash., Nov. 21-22. Dr. 
John A. Duncan, 509 Olive Way, Seaitle, Secretary. 


OxiaHomMa City CLinicat Society, Biltmore Hotel, Oklahoma City, Oct. 
27-30. Dr. N. L. Miller, 512 Medical Arts Bldg., Oklahoma City, 
Director of Clinics. 


OmaHa Mip-West Cuinicat Socrety, Hotel Paxton, Omaha, Oct. 27-31. 
Dr. Payson S. Adams, 1031 Medical Arts Bidg., Omaha 2, Director of 
Clinics. 

POSTGRADUATE ASSEMBLY IN ENDOCRINOLOGY AND METABOLISM, Roney 
Plaza Hotel, Miami Beach, Fla., Nov. 3-8. Dr. Henry H. Turner, 1200 
N. Walker Street, Oklahoma City 3, Okla., Secretary. 


RADIOLOGICAL SociETY OF NorTH AMERICA, Cincinnati, Dec. 7-12. Dr. 
Donaid S. Childs, 713 East Genesee St., Syracuse 2, N. Y., Secretary. 


San ANTONIO TUMOR SEMINAR, Annex 4, Brooke Army Hospital, San 
Antonio, Texas, Nov. 1. Dr. A. O. Severance, 205 Camden St., San 
Antonio 2, Texas, Secretary. 


SOUTHERN ELECTROENCEPHALOGRAPHIC Society, Sorrento Hotel, Miami 
Beach, Fla., Nov. 10-11. Dr. Irving Pine, Columbus Receiving Hospital, 
Columbus, Ohio, Secretary. 


SOUTHERN MEDICAL ASSOCIATION, Miami, Fla., Nov. 10-13. Mr. C. P. 
Loranz, 1020 Empire Bidg., Birmingham 3, Ala., Secretary. 


SOUTHERN PsyCHiATRIC ASSOCIATION, White Sulphur Springs, W. Va., 
Nov. 2-5. Dr. N. M. Owensby, Medical Arts Bidg., Atlanta 3, Ga., 
Secretary. 


SOUTHERN SURGICAL AssOcIATION, Hollywood, Fla., Dec. 9-11. Dr. John C. 
Burch, 2112 West End Ave., Nashville 5, Tenn., Secretary. 


SOUTHWESTERN MEDICAL ASSOCIATION, Hilton Hotel, Albuquerque, N. M., 
Oct. 30-Nov. 1. Dr. W. W. Schuessler, 1415 First National Bank Bldg., 
El Paso, Texas, Secretary. 


SOUTHWESTERN SuRGICAL CONGRESS, Baker Hotel, Dallas, Texas, Oct. 
20-22. Miss June Marchant, 1227 Classen St., Oklahoma City, Executive 
Secretary. 


WESTERN SURGICAL ASSOCIATION, The Shamrock, Houston, Texas, Dec. 4-6. 
Dr. Michael L. Mason, 154 East Erie St., Chicago 11, Secretary. 
INTERNATIONAL 


CONGRESS OF INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Geneva and 
Zurich, Switzerland, Aug. 24-29, 1953. For information write: Dr. W. 
Tegner, The London Hospital, London E.1, England. 


* CONGRESS OF THE INTERNATIONAL SOCIETY OF SURGERY, Lisbon, Portugal, 


Sept. 15-20, 1953. Dr. L. Dejardin, 141, rue Belliard, Brussels, Belgium, 
General Secretary. 


INTER-AMERICAN CONGRESS OF RADIOLOGY, Mexico City, Mexico, Nov. 2-8. 
Dr. Guido Torres Martinez, Marsella No. 11, Mexico, D.F., Secretary. 
General. 


INTER-AMERICAN SESSION, American College of Surgeons, Paulista Medical 
Association Bldg., Sao Paulo, Brazil, Feb. 9-12, 1953. Dr. Moacyr Eyck 
Alvaro, 1151 Conselacao, Sao Paulo, Brazil, Chairman. 


INTERNATIONAL CONGRESS OF AUDIOLOGY, Groningen, Netherlands, June 
5-6, 1953. Dr. Gunnar Holmgren, Strandvagen 5A, Stockholm, Sweden, 
President. 


INTERNATIONAL CONGRESS OF ELECTROENCEPHALOGRAPHY AND CLINICAL 
NEUROPHYSIOLOGY, Boston, Mass., U. S. A., Aug. 18-21, 1953. Dr. 
Robert S. Schwab, Massachusetts General Hospital, Boston 14, Mass., 
U. S. A., Secretary-General. 


INTERNATIONAL CONGRESS FOR History OF ScIENCE, Jerusalem, Israel, 
August 3-7, 1953. Prof. F. S. Bodenheimer, Hebrew University, Jeru- 
salem, Israel, President. 
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INTERNATIONAL CONGRESS ON HyDATID Disease, Santiago, Chile, Nov. 21- 
24. Organizing Committee, P. O. Box 9183, Santiago, Chile. 

INTERNATIONAL CONGRESS ON MEDICAL LIBRARIANSHIP, London, England, 
July 20-25, 1953. Mr. W. R. LeFanu, % London School of Hygiene 
and Tropical Medicine, Keppel Street, London, W.C.1, England, 
Chairman. 

INTERNATIONAL CONGRESS OF MICROBIOLOGY, Rome, Italy, Sept. 6-12, 1953. 
For information write: Dr. V. Puntoni, Citta Universitaria, Rome, Italy. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Monte- 
video, Uruguay, March 1-7, 1953. Dirreccion General del Servico de 
Sanitad Militar, 8 de Octubre y Mariano Moreno, Montevideo, Uruguay, 
Secretariat of the Congress. 

INTERNATIONAL CONGRESS OF OTORHINOLARYNGOLOGY, Amsterdam, Nether: 
lands, June 8-15, 1953. Dr. W. H. Struben, J. J. Viottastraat 1, 
Amsterdam, Netherlands, Secretary. 

INTERNATIONAL CONGRESS OF RADIO-BIOLOGY, Copenhagen, Denmark, July 
14-25, 1953. Prof. Flemming Norgaard, Oster Voldgade 10, Copenhagen 
K, Denmark, Secretary General. 

INTERNATIONAL CONGRESS OF RADIOLOGY, Copenhagen, Denmark, July 
19-25, 1953. Professor Flemming Norgaard, 10 Oster Voldgade, Copen- 
hagen K., Denmark, Secretary General. 

INTERNATIONAL CONGRESS OF THALASSOTHERAPY, Dubrovnick, Yugoslavia, 
May 17-25, 1953. Prof. C. Plavaic, Mavrodne Republick 51, Belgrade, 
Yugoslavia, Secretary General. 

INTERNATIONAL CONGRESSES OF TROPICAL MEDICINE AND MALARIA, Istanbul, 
Turkey, Aug. 28-Sept. 4, 1953. Professor Dr. Ihsan Siikrui Aksel, Tunel 
Meydam, Beyoglu, Istanbul, Turkey, General Secretary. 

INTERNATIONAL FERTILITY ASSOCIATION, New York, N. Y., U. S. A., May 
25-31, 1953. Dr. Abner I. Weisman, 1160 Fifth Avenue, New York 29, 
N. Y., U. S. A., Associate Secretary General. 

INTERNATIONAL Hospitat CONGRESS, London, England, May 25-30, 1953. 
Capt. J. E. Stone, 10 Old Jewry, London, EC2, England, Hon. Secretary. 

INTERNATIONAL PHYSIOLOGICAL CONGRESS, Montreal, Canada, Aug. 3l- 
Sept. 4, 1953. Dr. A. S. V. Burgen, Dept. of Physiology, McGill Uni- 
versity, Montreal, Canada, Secretary. 

INTERNATIONAL STUDY CONFERENCE ON CHILD WELFARE, Bombay, India, 
Dec. 5-12. For information write: All India Save the Children Com- 
mittee, 5 Carmichael Road, Bombay, India. 

INTERNATIONAL UNION AGAINST CANCER AND INTERNATIONAL CANCER RE- 
SEARCH COMMISSION, Joint Meeting, Bombay, India. Dec. 28. Prof. 
Khanolkar, Tata Memorial Hospital, Bombay, India, President. 

INTERNATIONAL VETERINARY CONGRESS, Stockholm, Sweden, Aug. 9-15, 1953. 
Prof. Axel Isaksson, Institute of Veterinary Medicine, Stockholm 50, 
Sweden, Secretary. 

PAN AMERICAN CONGRESS OF THE MEDICAL Press, Buenos Aires, Argentine, 
July 12-16, 1953. Secretaria del Congress, 763 Uriburu, Buenos Aires, 
Argentine, 

Worip CONFERENCE ON MEDICAL EpucaTIon, British Medical Association 
House, Tavistock Square, W.C.1, London, England, Aug. 24-29, 1953. 
Secretariat: World Medical Association, 2 East 103d St., New York 29, 
N. Y., U. A. 

Wor_p CONGRESS OF THE WORLD CONFEDERATION FOR PHYSICIAL THERAPY, 
London, England, Sept. 7-12, 1953. Miss M. J. Neilson, Chartered 
Society of Physiotherapy, Tavistock House, South, Tavistock Square, 
London, W.C.1, England, Secretary. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 23-25. Sec., Dr. D. G. Gill, 
537 Dexter Ave., Montgomery. 

ALASKA:* Examination. Juneau, March 3. On application in other towns 
where there are board members. Reciprocity. On application. Sec., Dr. 
W. M. Whitehead, Box 140, Juneau. 

ARKANSAS:* Regular. Examination. Little Rock, Nov. 6-7. Sec., Dr. Joe 
Verser, Harrisburg. Homeopathic. Little Rock, Oct. 27-29. Sec., Dr. 
Carl S. Bungart, 105 N. 14th St., Fort Smith. Eclectic. Little Rock, 
Nov. 6-7. Sec., Dr. Frank C. Smith, 2301 Broadway, Little Rock. 

CALIFORNIA: Written. Sacramento, Oct. 20-23. Application must be received 
at least two weeks prior to date of examination. Oral for Reciprocity 
Applicants. San Francisco, Nov. 8. Applicants are requested not to 
arrange to come to an oral examination until they receive notice from 
the Credentials Committee. Oral and Clinical for Foreign Medical School 
Graduates. San Francisco, Nov. 9. Sec., Dr. Frederick N. Scatena, 
1020 N St., Sacramento. 

CoLoraDo:* Examination. Denver, Jan. 13-16. Exec. Sec., Mrs. B, H. 
Hudgens, 831 Republic Bidg., Denver. 

CONNECTICUT:* Regular. Examination. Hartford, Nov. 12-13. Sec. to the 
Board, Dr. Creighton Barker, 160 St. Ronan St., New Haven. Homeo- 
pathic. Derby, Nov. 11-12. Sec., Dr. Donald A. Davis, 38 Elizabeth St., 
Derby. 
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Detaware: Examination. Dover, Jan. 13-15. Reciprocity. Dover, Jan, 22 
Sec., Dr. J. S. McDaniel, 229 South State St., Dover. ; 

District oF CoLumBiA:* Examination. Washington, Nov. 10-12. Sec.. Dr, 
Daniel L. Seckinger, 4130 E. Municipal Bldg., Washington. 

Fioripa:* Examination. Jacksonville, Nov. 23-25. Sec., Dr. Homer L. 
Pearson, 701 Dupont Bldg., Miami 32. 

GuaM: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Ex. Sec., Dr. Austin W. Matthis, 
Agana. 

Hawat: Honolulu, Jan. 12-14. Sec., Dr. I. L. Tilden, 1020 Kapiolani St.. 
Honolulu. 

IDAHO: Boise, Dec. 12-14. Sec., Mr. Armand L. Bird, 364 Sonna Bidg., 
Boise. 

lowa:* Examination. Des Moines, Dec. 8-10. Acting Director, Dr. Walter 
L. Bierring, State Office Bldg., Des Moines. 

Kansas: Topeka, Dec. 10-11. Sec., Dr. O. W. Davidson, 864 New Brother. 
hood Bldg., Kansas City. 

KENTUCKY: Examination, Louisville, Dec. 8-10. Sec., Dr. Bruce Under. 
wood, 620 S. 3rd St., Louisville. 

Marne: Portland, Nov. 12-13. Sec., Dr. Adam P, Leighton, 192 State st. 
Portland. 

MARYLAND: Examination. Baltimore, Dec. 9-12. Sec., Dr. Lewis P. Gundry, 
1215 Cathedral St., Baltimore 1. 

MassacHuseEtts: Examination. Boston, Jan. 13-16. Sec., Dr. Robert C, 
Cochrane, Room 37, State House, Boston. 

MIcHIGAN:* Examination. Lansing, Oct. 15-17. Sec., Dr. J. Earl McIntyre, 
202-4 Hollister Blidg., Lansing. 

MrnneEsota:* Minneapolis, Oct. 21-23. Sec., Dr. J. F. Du Bois, 230 Lowry 
Medical Arts Bldg., St. Paul 2. 

Mississippi: Reciprocity. Jackson, December. Asst. Sec., Dr. R. N. Whit- 
field, State Board of Health, Jackson 113. 

Missouri: Examination. Kansas City, Oct. 23. Exec. Sec., Mr. John A. 
Hailey, Box 4, State Capitol Bldg., Jefferson City. 

NEBRASKA:* Examination. Omaha, June 1953. Director, Mr. Husted K. 
Watson, Room 1009 State Capitol Bldg., Lincoln 9. 

NeEvapba:* Carson City, Nov. 3. Sec., Dr. George H. Ross, 112 Curry St., 
Carson City. 

NEw Jersey: Examination. Trenton, Oct. 21-24. Sec., Dr. E. S. Hallinger, 
28 W. State St., Trenton. 

New Mexico:* Santa Fe, Oct. 13-14. Sec., Dr. R. C. Derbyshire, 227 E. 
Palace Ave., Santa Fe. 

NortH Carona: Reciprocity. Durham, Oct. 13. Sec., Dr. Joseph J, 
Combs, 419 Professional Bidg., Raleigh. 

NortH Dakota: Examination. Grand Forks, Jan. 7-9. Reciprocity. Grand 
Forks, Jan. 10. Sec., Dr. C. J. Glaspel, Grafton, 

PENNSYLVANIA: Examination. Philadelphia, January. Acting Sec., Mrs. 
Marguerite G. Steiner, Box 911, Harrisburg. 

SouTH CAROLINA: Examination. Columbia, Nov. 10-11. Sec., Mr. N. B. 
Heyward, 1329 Blanding St., Columbia. 

SoutH Daxota:* Sioux Falls, Jan. 20-21. Exec. Sec., Mr. John C. Foster, 
300 First National Bank Bldg., Sioux Falls. 

Texas:* Examination. San Antonio, Nov. 13-15. Sec., Dr. M. H. Crabb, 
1714 Medical Arts Bldg., Ft. Worth. 

UtaH: Examination. Salt Lake City, Utah. Asst. Dir., Mr. Frank E. Lees, 
324 State Capitol Bidg., Salt Lake City. 

VircInia: Examination. Richmond, Dec. 11-13. Reciprocity. Richmond, 
Dec. 10, Sec., Dr. K. D. Graves, 631 First St., S.W., Roanoke, Va. 
West VirGinia: Charleston, Oct. 13-14. Sec., Dr. N. H. Dyer, State 

Office Bldg 23, Charleston 5. 

WISCONSIN: Examination. Madison, January 13-15. Sec., Dr. A. G. Koehler, 
46 Washington Blvd., Oshkosh. 

VirGIN IsLANDs: Examination. St. Thomas, Nov. 12-13. Sec., Dr. Earle M. 
Rice, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ALASKA: Examination. On application. Juneau or other towns in Territory 
as decided by Board. Reciprocity. On application. Sec., Dr. C. Earl 
Albrecht, Box 1931, Juneau. 

District oF CoLtumBiIA: Examination. Washington, Oct. 20-21. Sec., Dr. 
Daniel L, Seckinger, 4130 E. Municipal Bldg., Washington. 

Fioripa: Examination. Gainesville, Oct. 25. Sec., Mr. M. W. Emmel, 
Box 340, University of Florida, Gainesville. 

OKLAHOMA: Oklahoma City, April 3. Sec., Dr. Clinton Gallaher, 813 
Braniff Bldg., Oklahoma City. 

OrEGON: Examination. Portland, Dec. 6. Sec., Dr. Charles D. Byrne, State 
Board of Higher Education, University of Oregon, Eugene. 

RHopE IsLanD: Providence, Nov. 12. Admin. of Professional Regulation. 
Mr. Thomas B. Casey, 366 State Office Bidg., Providence. 

SoutH Dakota: Examination. Vermillion, Dec. 5-6, Sec., Dr. Gregg M. 
Evans, 310 E. 15th St., Yankton. 

Texas: Examination. Austin and Galveston, Oct. 17-18. Sec., Brother 
Raphael Wilson, 407 Perry-Brooks Bidg., Austin. 

WIsconsIN: Examination. Milwaukee, Dec. 6. Madison, April 11. Sec» 
Mr. W. H. Barber, 621 Ransom St., Ripon. 


* Basic Science Certificate required. 
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Hyland, Clarence Michael @ Los Angeles; born Aug. 12, 1886; 
John A. Creighton Medical College, Omaha, 1916; past presi- 
dent and secretary of the American Human Serum Association, 
which he helped organize; member of the American Society of 
Clinical Pathologists of which he had been a councilor, American 
Public Health Association, Hollywood Academy of Medicine, 
and the Los Angeles Pathological Society; fellow of the Ameri- 
can College of Physicians; specialist certified by the American 
Board of Pathology; during World War I chief of laboratory at 
General Hospital 31; known for his research in blood chemistry; 
was cited for his service to the armed forces in World War II; 
formerly clinical pathologist and director of laboratories at 
Children’s Hospital; for the Children’s Hospital Society founded 
a convalescent serum center, which grew into the Hyland 
Laboratories of which he was chairman of the board; died at his 
ranch in Apple Valley, Calif., Aug. 23, aged 66, of coronary 
thrombosis. 


Joannides, Minas ® Chicago; born in Turkey Feb. 15, 1895; 
Washington University School of Medicine, St. Louis, 1921; 
clinical associate professor of surgery at the University of Illi- 
nois College of Medicine; at one time instructor in surgery at the 
University of Minnesota Medical School in Minneapolis; mem- 
ber of the American Association for Thoracic Surgery, American 
College of Chest Physicians of which he was treasurer, and the 
American Trudeau Society; fellow of the American College of 
Surgeons; past president of the Chicago Tuberculosis Society; 
consultant at Cook County Institutions in Oak Forest, IIl.; 
Municipal Tuberculosis Sanitarium, the U. S. Marine Hospital, 
and St. Mary of Nazareth Hospital; attending surgeon at Illinois 
Masonic and Alexian Brothers hospitals, and Grant Hospital, 
where he died Sem. 8, aged 57, of myocardial infarction. 


Blackwell, Edwaiue Maurice ® Medical Inspector, Commander, 
U. S. Navy, retired, Arlington, Va.; University of Maryland 
School of Medicine, Baltimore, 1890; fellow of the American 
College of Surgeons; appointed acting assistant surgeon in the 
U.S. Navy on April 25, 1898; during the Spanish-American 
War served as medical officer aboard the USS Vulcan; in 1899, 
while serving as medical officer aboard the USS Abarenda, was 
stationed at Pago Pago in the Samoan Islands, where he set up a 
dispensary to treat the natives; during World War I served as 
medical officer aboard the hospital ship Solace and on Dec. 11, 
1917, was placed in command of that vessel; retired from the 
Naval Service on July 27, 1923; died in the Naval Hospital, 
National Naval Medical Center, Bethesda, Md., Aug. 23, aged 
86, 


Codman, Charles A. E., Philadelphia; born Dec. 13, 1868; Uni- 
versity of Pennsylvania Department of Medicine, Philadelphia, 
1894; member of the House of Delegates of the American Medi- 
cal Association in 1940; past president of the Medical Society of 
the State of Pennsylvania, Aid Association of the Philadelphia 
County Medical Society, Philadelphia County Medical Society, 
Medical Club of Philadelphia, and the Philadelphia Institute of 
Medical Research, of which he was a co-founder; served during 
World War I; affiliated with Oncological and Presbyterian hospi- 
lals; died in Camden, Maine, Aug. 31, aged 83, of cerebral 
hemorrhage. 


Logie, Arthur Jones ® Kendall, Fla.; L.R.C.P., Edinburgh, 
LR.C.S., Edinburgh, and L.R.F.P. & S., Glasgow, Scotland, 
1933; affiliated with the Florida State Board of Health as medi- 
cal director of the tuberculosis division in 1936 and served until 
1941; fellow of the American College of Physicians; member 
of the American Trudeau Society; formerly vice-president and 
‘ecretary-treasurer of the Florida East Coast Medical Associ- 
ation; served on the staffs of Jackson Memorial and Victoria 
hospitals in Miami, and Mount Sinai and St. Francis hospitals 
i Miami Beach; died June 13, aged 44, of chronic endarteritis 
and pulmonary embolism. 


$ Indicates Member of the American Medical Association. 


DEATHS 


Sullivan, Charles Brent, Boston; born in Lawrence, Mass., in 
1872; Harvard Medical School, Boston, 1904; member of the 
American Psychiatric Association, New England Society of Psy- 
chiatry, and the Association for Research in Nervous and Men- 
tal Diseases; formerly associated with the U. S. Public Health 
Service; consultant at U. S. Marine Hospital in Chelsea and 
St. Elizabeth’s Hospital; affiliated with Boston Psychopathic 
Hospital; for many years in charge of psychopathic work at the 
Massachusetts State Prison; neurological examiner for the 
Massachusetts Industrial Accident Board; senior physician for 
the Institutions Registration Department of the City of Boston; 
died July 23, aged 79, of heart failure. 


Allen, Louis Joseph, Forest Hills, N. Y.; George Washington 
University School of Medicine, Washington, D. C., 1925; mem- 
ber of the Industrial Medical Association; affiliated with Queens 
General Hospital in Jamaica, N. Y.; for many years member of 
the medical staff of Consolidated Edison Company of New 
York; died July 29, aged 51, of injuries received in an automo- 
bile accident. 


Allen, Robert Russell, Sweetwater, Texas; University of Texas 
School of Medicine, Galveston, 1908; past president of the 
Nolan-Fisher-Mitchell Counties Medical Society; physician for 
the Nolan County Selective Service Board during World War IT; 
served overseas during World War I; formerly county health 
officer; chairman of the board of directors for the Sweetwater 
Municipal Hospital; died recently, aged 73, of a heart attack. 


Arliss, Jay Elliot, Brooklyn; University and Bellevue Hospital 
Medical College, New York, 1930; affiliated with Israel Zion 
Hospital, where he died July 31, aged 46. 


Atwood, Blanche Louise ® Brookline, Mass.; Tufts College 
Medical School, Boston, 1914; fellow of the American College 
of Surgeons; formerly on the faculty of Tufts College Medical 
School in Boston, where she was affiliated with the New England 
Hospital and the Massachusetts Women’s Hospital; on the staff 
of Newton-Wellesley Hospital in Newton Lower Falls; died 
July 31, aged 59, of carcinomatosis. 


Baldwin, John Browning ® Marshall, Texas; University of Texas 
School of Medicine, Galveston, 1911; served during World War 
I; past president of the Harrison County Medical Society; died in 
Galveston June 26, aged 65, of portal cirrhosis of the liver. 


Barron, Charles Albert @ Philadelphia; Hahnemann Medical 
College and Hospital of Philadeiphia, 1899; served during World 
War I; affiliated with Frankford and Northeastern hospitals; 
died in Abington (Pa.) Memorial Hospital July 24, aged 77, of 
coronary infarction. 


Bigelow, Oliver Perry ® Roanoke, Ind.; Western Reserve Uni- 
versity Medical Department, Cleveland, 1908; died July 30, 
aged 67. 


Binning, Daniel Evans, Highland Park, Mich.; the Hahnemann 
Medical College and Hospital, Chicago, 1901; affiliated with 
Highland Park General Hospital; died July 6, aged 78, of cere- 
bral vascular accident. 


Blanton, James Russell ® Birmingham, Ala.; Rush Medical 
College, Chicago, 1932; died July 17, aged 47. 


Brooks, Charles Velie ® Buffalo; University of Buffalo School 
of Medicine, 1901; served during World War I; affiliated with 
Millard Fillmore and Sisters of Charity hospitals; died in 
Lafayette, N. Y., July 29, aged 76, of coronary occlusion. 


Buck, Camellus Oscar, Lexington, Miss.; Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., 1890; died July 17, 
aged 83, of carcinoma of the liver. 


Campbell, William S. ®@ Albany, Mo.; University of Maryland 
School of Medicine, Baltimore, 1909; died recently, aged 75, of 
coronary thrombosis. 
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706 DEATHS 


Carter, Noah Dilford ® Corpus Christi, Texas; University 
Medical College of Kansas City, Mo., 1911; past president of 
the Nueces County Medical Society; served in France during 
World War I; chief of staff of Memorial Hospital, Ghormley 
Clinic Hospital, and Spohn Hospital; died July 21, aged 68, 
of brain tumor. 

Casper, John P., Jasper, Ind.; University of Louisville (Ky.) 
Medical Department, 1904; died in SS Mary and Elizabeth Hos- 
pital, Louisville, Ky., July 12, aged 70, of carcinoma of the 
pancreas. 

Claffy, John McMahon @ Annapolis, Md.; University of Ver- 
mont College of Medicine, Burlington, 1911; past president of 
the Anne Arundel County Medical Society; served during World 
War I; medical examiner; died July 26, aged 66, of acute coro- 
nary thrombosis. 

Coffin, Samuel David ®@ Seattle; University of Minnesota Col- 
lege of Medicine and Surgery, Minneapolis, 1904; served during 
World War I; died in the Veterans Administration Hospital, 
Vancouver, Wash., July 15, aged 74. 

Collings, Clyde Wilson ® Los Angeles; University of Oregon 
Medical School, Portland, 1919; associate clinical professor of 
urology at College of Medical Evangelists, Loma Linda and 
Los Angeles; member of the American Urological Association; 
fellow of the American College of Surgeons; affiliated with 
White Memorial Hospital; died July 4, aged 60, of coronary 
thrombosis. 

Collins, Paul Augustus, New York; New York Homeopathic 
Medical College and Flower Hospital, New York, 1913; member 
of the board of education; affiliated with Harlem Hospital and 
Flower and Fifth Avenue Hospital; died Aug. 12, aged 67, of 
coronary occlusion. 

Condran, Jeramiah James @ Easton, Pa.; Medico-Chirurgical 
College of Philadelphia, 1910; formerly health officer; affiliated 
with Warren (Pa.) General Hospital and Easton Hospital; died 
Aug. 1, aged 66, of cardiorenal disease. 

Cornwall, Andrew Payne ® Boston; Tufts College Medical 
School, Boston, 1907; died in Brooks Hospital, Brookline, Mass., 
June 24, aged 71, following an appendectomy. 

Craven, Oscar Millson, Cincinnati; Medical College of Ohio, 
Cincinnati, 1896; served as health commissioner of Springfield, 
Ohio; died Aug. 2, aged 80, of coronary thrombosis. 


Crawford, Paul Hume © Oklahoma City, Okla.; University of 
Pittsburgh School of Medicine, 1908; for many years physician 
for the ‘Oklahoma Boxing Commission; on the staff of the 
Mercy Hospital; died in Edmond July 31, aged 69, of coronary 
occlusion. 

Cronin, John Stephens, Geneva, Ohio; Georgetown University 
School of Medicine, Washington, D. C., 1917; served during 
World War I; killed July 30, aged 60, in an automobile accident. 
Davey, Roy William, Los Angeles; John A. Creighton Medical 
College, Omaha, 1911; died July 22, aged 68, of acute coronary 
occlusion. 

DeNatale, Frederick Joseph ® Poughkeepsie, N. Y.; George 
Washington University School of Medicine, Washington, D. C., 
1929; member of the American Psychiatric Association; affiliated 
with Hudson River State Hospital; died in Vassar Brothers Hos- 
pital Aug. 3, aged 47, of perforated peptic ulcer. 

Dendy, William Steele @ Pelzer, S. C.; Medical College of the 
State of South Carolina, Charleston, 1924; died June 8, aged 55, 
of coronary thrombosis. 

Donato, Anthony Angelo, Philadelphia; Hahnemann Medical 
College and Hospital of Philadelphia, 1933; served during 
World War II and was awarded the Bronze Star; on the staff of 
the Women’s Homeopathic Hospital; died in Jefferson Hospital 
July 24, aged 45, of lymphosarcoma. 

Donnelly, Robert Joseph, Newark, N. J.; Baltimore Medical 
College, 1897; on the staffs of St. James Hospital in Newark 
and St. Mary’s Hospital in Orange; died in Presbyterian Hos- 
pital July 26, aged 76, of arteriosclerotic heart disease. 
Edwards, John Watson ® Los Alamos, N. Mex.; Duke Uni- 
versity School of Medicine, Durham, N. C., 1936; served during 
World War II; affiliated with Los Alamos Medical Center; died 
in Spokane, Wash., July 11, aged 40. 


J.AM.A., Oct. 18, 1957 


Ehrlich, Harry Emil ® New York; Long Island College Hos. 
pital, Brooklyn, 1933; specialist certified by the American Board 
of Surgery; fellow of the American College of Surgeons; mem- 
ber of the American Radium Society; served as assistant editor 
of Cancer; affiliated with Mount Sinai Hospital, where he died 
July 31, aged 43, of injuries received in a fall. 


Elser, William James, Kent, Conn.; Bellevue Hospital Medical 
College, New York, 1895; professor emeritus at Cornel! Uni. 
versity Medical College in New York; member of the American 
Association of Pathologists and Bacteriologists, Harvey Society, 
and the Association of Military Surgeons of the United States: 
served during World War I; died July 6, aged 79, of arterio- 
sclerotic heart disease. 


Equi, Marie Diana, Portland, Ore.; University of Oregon Medj- 
cal School, Portland, 1903; died July 12, aged 80. 


Fellows, Marie Alice, Chicago; College of Physicians and Syr- 
geons of Chicago, School of Medicine of the University of [Ili- 
nois, 1899; died in the Provident Hospital Aug. 18, aged 85, of 
cerebral thrombosis, arteriosclerosis, and nephrosclerosis. 


Gray, Robert Lochead ® Philadelphia; University of Pennsy)- 
vania Department of Medicine, Philadelphia, 1904; affiliated with 
Stetson Hospital; died Aug. 11, aged 71, of bronchopneumonia, 
arteriosclerosis, and renal insufficiency. 


Gutierrez, Frank Andrew ® Gary, Ind.; General Medical College, 
Chicago, 1924; served as health commissioner and as president 
of the county board of health; affiliated with Mercy and Meth- 
odist hospitals; died Aug. 22, aged 55, of coronary thrombosis, 


Harry, Felix L. ® Mount Vernon, N. Y.; Universitit Heidelberg 
Medizinische Fakultat, Baden, Germany, 1919; died in the Mount 
Vernon Hospital Aug. 6, aged 56. 


Haselden, George Belford, Cades, S. C.; Medical College of the 
State of South Carolina, Charleston, 1911; died in Lynchburg 
recently, aged 72. 


Hibbard, James Sutherland @ Wichita, Kan.; University of 
Kansas School of Medicine, Kansas City, 1929; member of the 
Western Surgical Association; specialist certified by the Ameri- 
can Board of Surgery; past president of the Sedgwick County 
Medical Society; member of the board of regents of the Uni- 
versity of Wichita; served during World War II; on the staffs of 
the Wesley, St. Francis, and Veterans Administration hospitals; 
died July 9, aged 47, of injuries received in an automobile acci- 
dent. 


Hoyt, Jonathan @ Crossett, Ark.; University of Oklahoma 
School of Medicine, Oklahoma City, 1937; member of the staff 
of the Crossett Health Center; died July 23, aged 56, of cere- 
bral sclerosis. 


Ide, David ® New York; University and Bellevue Hospital Medi- 
cal College, New York, 1920; fellow of the International College 
of Surgeons and the American College of Surgeons; specialist 
certified by the American Board of Otolaryngology; member of 
the American Academy of Ophthalmology and Otolaryngology; 
on the Selective Service board during World War II; affiliated 
with New York City, Jewish Memorial, and Lebanon hospitals; 
in 1945 appointed a consulting police surgeon; died July 17, aged 
55. 


Kelly, Daniel James, Port Chester, N. Y.; Tufts College Medi 
cal School, Boston, 1933; affiliated with United Hospital, where 
he died July 15, aged 42, of congestive heart failure. 


King, David Hendric ® Batavia, lowa; Keokuk Medical Col 
lege, 1898; served as mayor and member of the school board; 
affiliated with St. Joseph Hospital, where he died July 5, aged 77 


Kraemer, Charles Frederick, Newark, N. J.; College of Phys 
cians and Surgeons, Medical Department of Columbia College, 
New York, 1890; honorary president of the Newark Real Es 
tate Board; formerly member of the board of education; died 
July 8, aged 83. 

Lanyon, Searle Henry, Philadelphia; University of Nebraské 
College of Medicine, Omaha, 1921; affiliated with Physicia™ 
and Surgeons Hospital; died Aug. 11, aged 56, of corona’) 
occlusion. 
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Lent, Sylvester Mead @ Hinsdale, Mass.; Middlesex University 
School of Medicine, Waltham, 1937; served during World War 
Il; affiliated with Hillcrest Hospital in Pittsfield, where he died 
July 17, aged 46, of coronary heart disease. 


McCormick, Frank Leslie ® Moberly, Mo.; Central Medical 
College of St. Joseph, 1904; mayor of Moberly; died in St. 
Mary’s Hospital, Rochester, Minn., July 22, aged 74, of rup- 
tured esophageal varices and cirrhosis of the liver. 


McCullough, John Hodgson, Trenton, N. J.; Hahnemann Medi- 
cal College and Hospital of Philadelphia, 1892; fellow of the 
American College of Surgeons; served during World War I; 
for many years chief surgeon at William McKinley Memorial 
Hospital; died July 26, aged 80, of chronic myocarditis and 
arteriosclerosis. 


MacMillan, John Wales, Maplewood, N. J.; New York Home- 
opathic Medical College, 1886; died July 8, aged 88, of acute 
myocardial infarction. 


May, Ross Reynolds, Whitewright, Texas; Medical Department 
of Tulane University of Louisiana, New Orleans, 1912; served 
during World War I; in 1934 president of the Grayson County 
Medical Society; died April 16, aged 65, of coronary occlusion. 


Merrell, Frank Guy, Melrose, N. Mex.; Mississippi Medical 
College, Meridian, 1912; died in Melrose Community Hospital 
July 10, aged 74, of shock as a result of burns. 


Miller, Edmund Wallace, Anoka, Minn.; University of Minne- 
sota Medical School, Minneapolis, 1932; member of the Ameri- 
can Psychiatric Association; superintendent of the state hospi- 
tal; at one time assistant superintendent of St. Peter State 
Hospital in St. Paul; died July 9, aged 47, of cerebral 
hemorrhage. 


Miller, George Isaac ® Brooklyn; New York University Medi- 
cal College, New York, 1896; also a graduate in law; fellow of 
the International College of Surgeons; associated with Unity 
Hospital; died July 28, aged 81, of coronary thrombosis. 


Newcomer, Irving ® Petersburg, Ill.; Jefferson Medical College 
of Philadelphia, 1896; for many years county coroner; county 
health officer; past president of the Menard County Medical 
Society; affiliated with St. John’s Hospital and Memorial Hos- 
pital in Springfield; died July 15, aged 79, of coronary 
thrombosis. 


Northrop, Robert Starr © Napa, Calif.; Stanford University 
School of Medicine, San Francisco, 1922; served as city and 
county health officer; died in St. Joseph’s Hospital, Eureka, 
July 28, aged 73, of cerebral hemorrhage due to trauma and 
terminal bronchopneumonia. 


Palmer, Harold William ® Wichita, Kan.; University of Kansas 
School of Medicine, Kansas City, Kan., 1925; specialist certified 
by the American Board of Internal Medicine; fellow of the Amer- 
ican College of Physicians; served during World War II; affiliated 
with Wichita, St. Joseph, Veterans Administration, and Wesley 
hospitals; died July 12, aged 53, of coronary occlusion. 


Rainey, Edward Carlysle ® Wichita, Kan.; Rush Medical Col- 
lege, Chicago, 1920; affiliated with Wesley and St. Francis hos- 
pitals; died in Rochester, Minn., July 20, aged 60, following an 
Operation for aneurysm. 


Reusser, Amos @ Berne, Ind.; Chicago Homeopathic Medical 
College, 1897; died July 9, aged 82, of coronary embolism. 


Richardson, Emma Miller ® Camden, N. J.; Woman’s Medical 
College of Pennsylvania, Philadelphia, 1898; died in Cooper 
Hospital July 5, aged 90. 


Riesenbeck, Leo Henry ® Miami, Fla.; University of Cincinnati 
College of Medicine, 1932; specialist certified by the American 
Board of Otolaryngology; member of the American Academy 
of Ophthalmology and Otolaryngology; affiliated with Victoria 
and Mercy hospitals; died in Florida State Hospital, Chattahoo- 
chee, June 12, aged 48, of tuberculosis. 


Rohrer, Caleb Wyand Geeting ® Baltimore; College of Physi- 
cians and Surgeons, Baltimore, 1900; formerly on the faculty of 
his alma mater; for many years chief of the Pasteur division of 
the state department of health; died July 23, aged 79. 
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Sanders, William Bryan @ Troy, Ala.; Southern Medical Col- 
lege, Atlanta, 1885; an Associate Fellow of the American 
Medical Association; died July 9, aged 91, of cerebral arterio- 
sclerosis. 


Schenk, George H., Ridgeville, Ind.; Eclectic Medical Institute, 
Cincinnati, 1902; for many years local surgeon for the Penn- 
sylvania Railroad; died in the Ball Memorial Hospital, Muncie, 
July 19, aged 77, of subdural hemorrhage and hypertension. 


Sharp, George Tarplit, Washington, D. C.; Maryland Medical 
College, Baltimore, 1911; died July 31, aged 68. 


Stanton, Hugh Francis, St. Louis; St. Louis University School of 
Medicine, 1927; at one time state epidemiologist of Arizona; 
formerly director of the Central Idaho health unit; died in 
Missouri State Sanatorium in Mount Vernon, June 7, aged 49, 
of pulmonary tuberculosis. 


Stone, Arthur Kingsbury ® Framingham, Mass.; Harvard Medi- 
cal School, Boston, 1888; for many years treasurer of the Massa- 
chusetts Medical Society and secretary and treasurer of the 
American Clinical and Climatological Association; on the staff 
of the House of the Good Samaritan in Boston; died July 31, 
aged 90, of coronary occlusion. 


Van De Griff, James M. J. ® Fountain City, Tenn.; Lincoln 
Memorial University Medical Department, Knoxville, 1911; died 
in Fort Sanders Hospital May 14, aged 77, of heart disease and 
pneumonia. 


Vardon, Colin Campbell ® Highland Park, Mich.; Detroit Col- 
lege of Medicine, 1911; fellow of the American College of 
Surgeons and the International College of Surgeons; served in 
France during World War I; on the senior surgical staff of 
Highland Park General Hospital; died in San Francisco July 23, 
aged 66, of heart disease. 


Wadd, Clifford Theodore @ Janesville, Minn.; University of 
Minnesota Medical School, Minneapolis, 1938; member of the 
American Academy of General Practice; died in Franklin July 
21, aged 40, of injuries received in an automobile accident. 


Wahle, August John, Somerset, Ky.; University of Louisville 
Medical Department, 1908; formerly on the staff of Somerset 
City Hospital; served as surgeon for the Southern Railway Sys- 
tem; died July 26, aged 71, of congestive heart failure. 


Wilson, John West @ San Francisco; State University of Iowa 
College of Homeopathic Medicine, Iowa City, 1894; College of 
Physicians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1900; an Associate Fellow of the Ameri- 
can Medical Association; died in Mount Zion Hospital July 15, 
aged 85, of coronary occlusion and chronic endocarditis. 


Yeager, George Carpenter ® Philadelphia; Jefferson Medical 
College of Philadelphia, 1899; Vice-President of the American 
Medical Association, 1931-1932; past president of the Philadel- 
phia County Medical Society; served on the staffs of Episcopal, 
Northeastern, Woman’s, and St. Vincent’s hospitals; died in Pit- 
man, N. J., July 10, aged 74, of coronary artery disease. 


DIED WHILE IN MILITARY SERVICE 


Du Priest, Robert White ® Colonel, M.C., U. S. Army, 
Fort Riley, Kan.; born in Columbus, Ohio, Feb. 3, 1911; 
University of Minnesota Medical School, Minneapolis, 
1935; U. S. Army Medical School, 1935; Medical Field 
Service School, 1936; certified by the National Board of 
Medical Examiners; entered the medical corps of the U. S. 
Army in August, 1935; rose through the various grades 


to that of colonel in June, 1950; in 1943 awarded the 
Legion of Merit for “exceptionally meritorious conduct 
in the performance of outstanding service during and 
following the Japanese attack on Oahu, Dec. 7, 1941”; 
stationed at the U. S. Army Hospital in Fort Riley at the 
time of his death April 20, aged 41, of myocardial in- 
farction. 
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OFFICE OF DEFENSE MOBILIZATION 


Report of Health Resources Advisory Committee—John R. 
Steelman, Ph.D., acting director, Office of Defense Mobiliza- 
tion, has made public a summary report of the Health Resources 
Advisory Committee, covering the period of August, 1950, to 
August, 1952. The Health Resources Advisory Committee was 
established in August, 1950, at the suggestion of the President 
to advise the National Security Resources Board on matters 
concerned with the health resources of the nation as they relate 
to national defense. The Committee was later designated by the 
President to serve as the National Advisory Committee to the 
Selective Service System on the “doctor draft” law. In 1952, 
it was transferred to the Office of Defense Mobilization. 

The key to the achievements of the Committee, Dr. Steelman 
said, has been the close working relationships it has developed 
not only with the government agencies but with the national 
professional organizations, voluntary agencies, educational in- 
stitutions, and other groups concerned with health. 

A section of the report states: “At one time during World War 
II, the ratio of physicians to troop strength in the Armed Forces 
reached a high of some 6 physicians per 1,000 troops. The ratio 
of effective physicians in civil life was reduced at that time to 
the dangerously low level of considerably less than 1 per 1,000. 
The overall average ratio of approximately 5 physicians per 
1,000 troops during World War II has been reduced since the 
outbreak in Korea to about 3.7 physicians per 1,000 troops 
through greatly improved utilization. Despite this reduction our 
Armed Forces are receiving the best medical care known in the 
military history. 

“As a result of these reductions, there have been about 5,000 
physicians available during the past two years for civilian health 
services who otherwise would have been in military service. 
The importance of this to the general health and welfare of our 
civilian population, particularly in view of the national shortage 
of physicians during this mobilization period, cannot be over- 
emphasized. This reduction in ratio has also saved the Depart- 
ment of Defense from 40 to 50 million dollars during the past 
two years.” 

Dr. Steelman congratulated the Health Resources Advisory 
Committee and its state advisory committee on the methods they 
have developed for determining the civilian essentiality of in- 
dividual physicians and dentists who are liable for military serv- 
ice, Through these committees, he declared, the Health Resources 
Advisory Committee in its dual responsibility as the National 
Advisory Committee to the Selective Service System assured 
local communities that they would not be deprived of essential 
local health services or that vital research or teaching programs 
would not be disrupted. He credited the excellent cooperation 
of the medical, dental, and health professions to the success of 
this program. 

Other significant achievements of the Committee, he stated, 
have been (a) the development of a single national blood pro- 
gram that can serve the needs of the Department of Defense, 
Federal Civil Defense Administration, and American National 
Red Cross and at the same time assure the normal day-to-day 
needs of the civilian population; (b) the analyzing and coordinat- 
ing of information on better utilization of hospital personnel in 
order to alleviate the critical shortage of nurses by the newly 
formed Subcommittee on Hospital Services; (c) its work with the 
Federal Civil Defense Administration in postdisaster planning; 
(d) its activities in industrial health; and (e) its many surveys, 
inventories, and analyses of the nation’s health resources. 

The membership of the Health Resources Advisory Commit- 
tee consists of: 


Dr. Howard A, Rusk, Chairman, Department of Physical Medicine and 

Rehabilitation, New York University, Bellevue Medical Center, New York. 
‘Dr. Edwin L. Crosby, Director, Joint Commission of Accreditation of 
Hospitals, Chicago. 


Dr. Harold S. Diehl, Dean of Medical Sciences, University of Minne. 
sota, Minneapolis. 


Dr. Alan Gregg, Vice-President, Rockefeller Foundation, New York. 
Mrs. Ruth Kuehn, R.N., Dean, School of Nursing, University of Pitts. 
burgh, Pittsburgh. 


Dr. James C. Sargent, Chairman, Council on National Emergency 
Medical Service of the American Medical Association, Milwaukee, 


Dr. Leo J. Schoeny, Member, Special Committee on National Emergency 
Dental Service, American Dental Association, New Orleans. 


Dr. William P. Shepard, Vice-President, Metropolitan Life Insurance 
Company, San Francisco, 


ARMY 


Medical Policy Council Goes to Europe.—Major Gen. George 
E. Armstrong, Surgeon General, left Washington Sept. 30 with 
other members of the Armed Forces Medical Policy Council for 
Europe, where he will visit U. S. Army medical facilities and 
confer with allied medical representatives at SHAPE headquar- 
ters near Paris. From Oct. 2 to 5 General Armstrong will 
participate in a planning conference of senior military medical 
representatives of the NATO countries and will present a paper 
on “Treatment and Evacuation of War Casualties in the Combat 
Zone.” 

The Surgeon General will leave Paris on Oct. 6 to visit Army 
medical installations in Trieste and then go to Salzburg, Austria. 
From Oct. 10 to 18 he will inspect medical facilities in West 
Germany, making a special effort to cover outlying field medical 
units that he was unable to visit on his previous trip to Europe 
last winter. Returning to Paris, the Surgeon General will depart 
for the United States on Oct. 20. 


Five Day Symposium at Fort Sam Houston, Texas.—A five day 
symposium on general and military medicine will be held at 
Brooke Army Hospital, Fort Sam Houston, Texas, beginning 
Dec. 8. The course, which is open to medical officers of the 
armed forces, including reserve and National Guard officers on 
inactive status, is intended primarily as a review of advances 
in general and military medicine for physicians who have been 
in administrative and field positions. Developments in the fields 
of internal medicine, surgery, obstetrics and gynecology, neuro- 
psychiatry, otolaryngology, ophthalmology, and pathology will 
be discussed in lectures, conferences, clinics and demonstrations. 
Army medical officers on active duty should forward their appli- 
cations to the Surgeon General’s Office, Department of the Army, 
Washington 25, D. C., Attention: Personnel Division. Reserve 
medical officers desiring to attend the course at their own ex- 
pense should apply promptly through channels to the Army 
commander in their area. National Guard medical officers should 
forward their applications to the National Guard Bureau, Wash- 
ington 25, D. C. Interested medical officers of the other armed 
forces should make application through regularly established 
channels. 


AIR FORCE 


Promotions in Grade of General.—In announcing recess tem- 
porary appointments Sept. 5, President Truman revealed the 
promotions of the following Air Force medical personnel: Brig. 
Gen. John M. Hargreaves, to the temporary grade of major 
general; Col. Loyd E. Griffis, to the temporary grade of briga- 
dier general; Col. Marvin E. Kennebeck, USAF (DC), to the 
temporary grade of brigadier general; and Col. William J. Ken- 
nard, to the temporary grade of brigadier general. General 
Hargreaves has recently been assigned as Air Force command 
surgeon for the Far East theater. General Griffis is command 
surgeon for the Strategic Air Command. General Kennebeck is 
assistant for dental services in the office of the Surgeon General, 
Air Force. General Kennard is senior medical officer for SHAPE. 
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PUBLIC HEALTH SERVICE 


Epidemic Service Expanded.—The Epidemic Intelligence Service, 
a special corps of disease detectives established by the Public 
Health Service a year ago, has been so successful in track- 
ing down epidemic disease, the Public Health Service release 
states, that its ranks have been reinforced by the addition of 13 
more physician-epidemiologists. The new medical officers have 
completed their initial public health training at the center’s head- 
quarters at Atlanta and have been assigned to posts in 12 states. 
Together with the 18 other medical officers assigned a year ago, 
they comprise the Epidemic Intelligence Service, a network of 
31 trained disease investigators stationed in all sections of the 
country. This intelligence service is operated by the epidemiology 
branch of the Communicable Disease Center, a division of the 
U. S. Public Health Service. 

“In the past year the Epidemic Intelligence Service officers, 
working in cooperation with state and local health departments, 
have made more than 200 investigations of epidemic disease,” 
said Dr. Alexander D. Langmuir, chief of the epidemiology 
branch. “By expanding the corps of epidemic experts, and by 
stepping up various types of laboratory and field research, the 
Public Health Service is better prepared to discover and combat 
disease outbreaks, whatever their origin, and wherever they might 
occur.” One of the most extensive of these investigations, Dr. 
Langmuir said, now is being conducted in the Central Valley of 
California. There, in recent weeks, a severe epidemic of mosquito- 
borne encephalitis has produced to date more than 650 reported 
cases, 240 of which have been laboratory-confirmed, with 43 
deaths. At the request of the California State Department of 
Public Health, 11 epidemic intelligence service officers have been 
assigned to assist in studying encephalitis and combating the out- 
break. The new members of the Epidemic Intelligence Service 
are: Drs. Julius Amer, Flushing, N. Y.; Lee D. Cady, VA Hos- 
pital, Houston, Texas; Philip Danufsky, Hillside, N. J.; Martin 
D. Hicklin, Wapello, Iowa; Ernest Kane, New York; Sheldon 
Kravitz, Atlantic City, N. J.; Charles Leftwich, Baltimore; 
Garth Myers, Torrance, Calif.; Robert L. Parr, Indianapolis; Alan 
Rabson, Brooklyn; Reimert Ravenholt, Minneapolis; Cecil R. 
Reinstein, Decatur, Ga., and Jesse G. Smith, Asheboro, N. C. 


Raw Garbage and Trichinosis.—Trichinosis, vesicular exan- 
thema, and other swine diseases will be attacked through a co- 
operative plan being developed by the U. S. Department of 
Agriculture and the Public Health Service. Vesicular exanthema 
has affected thousands of hogs in 24 states within the past few 
weeks, and slaughter programs have been carried out in 14 states. 
In at least 12 states, all infected hogs have been slaughtered. 
Trichinosis is one of the most widespread of human diseases in 
the United States. Both are spread largely by the commercial 
feeding of raw garbage to swine. Clarence J. McCormick, Under 
Secretary of Agriculture, pointed out that the Department of 
Agriculture had declared an emergency on Aug. 1 because of 
“the widespread dissemination of a virus disease of swine known 
as vesicular exanthema.” He cited an experience in California 
to the effect that “the feeding of raw garbage is one of the most 
important factors” in the spread of the virus, and that “the cook- 
ing of garbage used as hog feed would be a most important step 
toward control and final elimination of the disease.” 

He called attention to the Interstate Quarantine Regulations, 
which are enforced by the Public Health Service, and which in- 
clude the requirement that garbage transported interstate for 
swine-feeding purposes receive heat treatment. 


One Thousand New Hospitals.—The one-thousandth hospital 
project to be completed under the Hospital Survey and Con- 
struction Act, the Hill-Burton program, will be formally opened 
Oct. 12. Ceremonies at the 49 bed hospital, in Lebanon, Ore., 
will be attended by government officials and leaders in the hos- 
pital field. Dr. Scheele, the Surgeon General, will be among the 
speakers. A large part of the construction funds for the new hos- 
pital Was raised by individual contributors, from businessmen, 
farmers, loggers, schoolchildren, housewives, and others. Fed- 
eral contributions totalled $193,667. The new hospital includes 
WO Operating rooms for major surgery section, plus a minor 
surgery room, a 16 bed obstetrical department, and 18 bassinets. 
The hospital is air-conditioned throughout and has piped-in 
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oxygen available in all patient rooms, surgery rooms, and de- 
livery rooms. 

The Hospital Survey and Construction Act was passed by 
Congress in 1946 to help communities meet the critical need for 
hospital facilities. Of the 1,000 projects now in operation, 525 
are completely new hospitals, 330 are additions and improve- 
ments to existing hospitals, and 145 are health centers. The fed- 
eral government has put 500 million dollars into these hospital 
projects. The states and communities have invested almost twice 
as much. ‘The first new hospital to be completed was the Suwan- 
nee County Hospital, Live Oak, Fla., which was dedicated in 
May, 1948. Many of the hospitals subsequently built are located 
in rural areas; almost 60% are in communities of less than 5,000. 
In addition to the 1,000 projects now in operation, another 800 
are in various stages of planning and construction. All are built 
in accordance with state plans, which show what kind of facil- 
ities are needed and where. These plans indicate, the U. S. Public 
Health Service states, that at the completion of the first 1,000 
projects the nation will still be substantially short of the hospital 
facilities it needs. 


New Chief Medical Officer of Coast Guard.—Dr. Joseph F. van 
Ackeren has been appointed chief medical officer of the Coast 
Guard effective Oct. 1, Dr. Leonard A. Scheele, Surgeon General 
of the Public Health Service, announces. Dr. van Ackeren suc- 
ceeds Dr. Paul M. Stewart, who reached the age of mandatory 
retirement. The chief medical officer of the Coast Guard holds 
the rank of Assistant Surgeon General, comparable with that of 
rear admiral. In his new position, Dr. van Ackeren will admin- 
ister the general medical program pertaining to the health of 
Coast Guard personnel. He will be responsible for the supervision 
of all physicians, dentists, and nurses detailed to the ships and 
principal land installations under the control of the Coast Guard 
and will serve as liaison officer between the Public Health Serv- 
ice and the Bureau of Medicine and Surgery, U. S. Navy. Dr. 
van Ackeren was born in Lindsay, Neb. 


MISCELLANEOUS 


Inter-American Center of Biostatistics—Representatives of the 
government of Chile, of the United Nations, and of the World 
Health Organization have signed an agreement to provide tech- 
nical assistance in establishing the Inter-American Center of 
Biostatistics, to be located in Santiago. The UN and WHO will 
provide technical assistance for five years for the development 
of the center, subject to the availability of funds. 

The objectives of this program are (a) to develop a long-term 
training center for Latin America on vital and health statistics; 
(b) to develop government offices in Chile concerned with vital 
records and health statistics to a high level of efficiency and 
scientific standards, so that they may serve as model offices for 
demonstration of the most adequate methods for the collection, 
compilation, and publication of vital and health statistics and for 
the training of technicians in this field; (c) to develop statistical 
and research records and methods particularly applicable to con- 
ditions existing in Latin American countries; and (d) to develop 
coordination among the central statistical services, the public 
health and social services, the civil registration services, and 
other agencies pertinent for the production of vital and health 
statistics. 

The Chilean government has designated the Schools of Pub- 
lic Health and Medicine of the University of Chile, the de- 
partment of statistics and public health, and certain other 
agencies as participating agencies of the center. The UN and 
WHO will provide technical assistance, including expert and 
administrative personnel, equipment and supplies, and trainee 
grants. The UN will provide one coordinator, who will act as 
chief of the ICB Office of Coordination and other personnel re- 
cruited locally; an expert on vital statistics; and one health statis- 
tician for a period of three months. The WHO is to provide one 
expert on health statistics, one on hospital statistics, an assistant 
coordinator who will serve as statistical editor and administrative 
officer, and two locally recruited technicians to work on projects 
concerning the improvement of health statistics and hospital 
records. 
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FOREIGN LETTERS 


ARGENTINA 


First University Congress of Medicine.—The University of Cér- 
doba, the oldest university in Argentina, was founded in 1623, 
but the medical school was organized only 75 years ago in 1877. 
The first dean was Dr. D. H. Weyenbergh, a Dutch physician 
and professor of comparative zoology and anatomy. The authori- 
ties of the medical school have organized a Congress of Medi- 
cine in commemoration of this occasion. The members of the 
organizing committee are the presidents of five of the six na- 
tional universities and the deans of the medical schools. All 
these authorities were appointed by the national government. The 
’ president of the republic, General Perén, has been asked to give 
the closing speech. The congress will be held in Cérdoba on 
Oct. 10, 1952. There will be simultaneous meetings in the three 
schools of the faculty: medicine, pharmacy, and dentistry. The 
university announced that it has adopted the principles of the 
national revolution: (a) recognizing the rights of the workers 
by means of social development; (b) upholding the social and 
political functions of a university; and (c) suppressing fees and 
admitting students in the university without economic discrimi- 
nation. 


Death of Eva Perén.—Sefora Eva Per6n, wife of the president, 
General Perén, died on July 26. Sefora Perén was president 
of the Eva Perén Foundation, which operated most of the hos- 
pitals for women and children and homes for orphans and old 
persons in the country. The foundation obtained large funds 
with which it has built hospitals, homes, and holiday camps, 
and it has done much philanthropic work. After Sefiora Perén’s 
death, unprecedented demonstrations of mourning took place. 
She was laid in state for 12 days, during which time enormous 
crowds and delegations from all over the country filed past her 
bier. Honors corresponding to those for a president of the coun- 
try were rendered at her burial. The province of La Pampa, the 
city of La Plata, and many institutions and streets in most of 
the towns have already been named after her. Altars in her 
homage have been set up in all the hospitals and public health 
institutions. All activities were interrupted every day for 15 
minutes silence. All medical societies suspended their meetings 
during the month of official mourning, and all health institu- 
tions sent delegations and floral offerings. In the Ministry of 
Public Health a hall has been dedicated to her memory and a 
candle (33 cm. in diameter, 168 cm. in height, and weighing 
100 kg.) has been made that bears the inscription “A mediodia 
anocheci6” (darkness came at noon). This will be lighted for 
one hour every month by the Ministry of Public Health, and it 
is calculated to last for 100 years. 


ISRAEL 


Medical Symposium in Jerusalem.—A three day symposium on 
basic medical research, involving essentially the preclinical 
branches of medicine, such as physiology, biochemistry, micro- 
biology, and pharmacology, took place in Jerusalem in June, 
1952. The conference was attended by distinguished scientists 
from the United States, Israel, and other countries. Among the 
topics discussed were problems related to cancer research, can- 
cerogenic substances, intermediate metabolism and enzyme 
chemistry, protein chemistry, problems of nerve function, and 
recent developments in studies of antibiotics and bacteriology. 
Dr. Arieh Dostrowsky, dean of the Hebrew University-Hadassah 
Medical School, which sponsored the symposium, welcomed the 
guests. Dr. David Nachmansohn of Columbia University’s Col- 
lege of Physicians and Surgeons replied on behalf of the visitors. 

The first paper was presented by Prof. Louis Fieser of Har- 
vard University and dealt with recent advances made in his and 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


other laboratories in the synthesis of cortisone. Dr. I. Deren. 
blum of the Weizmann Institute reviewed his studies of cocar. 
cinogens. He explained that the study of the biologic effects 
of substances that promote the action of cancer producing sub. 
stances in experimental animals may lead to some insight into 
the mechanism of tumor formation generally. Dr. David fF. 
Bergmann reported on the results of a series of experiments on 
bacterial metabolism carried out by the science department of 
the ministry of defense and the Weizmann Institute. 

Among the scientists who participated in the symposium were 
Prof. Heinrich Waelsch, Columbia University, who spoke on 
“Recent Concepts of the Mechanism of Peptide Synthesis,” and 
Prof. Kurt G. Stern, Polytechnic Institute of Brooklyn, known 
for his work in protein and enzyme chemistry, who reviewed 
“Piasma Proteins and Plasma Substitutes.” Prof. Israel Wechsler, 
Columbia University and Mt. Sinai Hospital; Prof. Ernest 8. 
Chain, Instituto Superiore di Sanita, Rome, whose contributions 
to the discovery of penicillin won him a Nobel Prize; and Prof. 
Juda H. Quastel, McGill University, Montreal, a pioneer jn 
enzyme chemistry, also participated in the conference. Further 
lectures were delivered by Prof. David Rittenberg, Columbia 
University, on “The Enzymatic Catalysis of Some Trans-Re- 
actions,” by Dr. Benjamin Shapiro, Hebrew University-Hadassah 
Medical School, Jerusalem, on “Active Resorption of Sugar,” 
and by Prof. L. Olitzky, Hebrew University-Hadassah Medical 
School, Jerusalem, on “Streptomycin Resistance.” The guest 
scientists spent at least two weeks in Israel participating in the 
symposium, visiting the various laboratories and institutions in 
the country, and discussing scientific questions and problems 
pertaining specifically to the medical school. 


Meeting of Microbiological Society.—The ninth meeting of the 
Israel Microbiological Society took place in Jerusalem in March, 
1952. The recent development of microbiologic research dur- 
ing the last three years is demonstrated by the fact that 60 papers 
were read at the meeting: 14 on virology, 13 on general bac- 
teriology and bacterial metabolism, 6 on parasitology, 8 on clini- 
cal bacteriology and methods, 6 on immunology, 6 on enteric 
infections, and 7 on the problem of virulence. The most im- 
portant results were: the discovery of pigeons as the carrier of 
psittacosis in Israel (Komarov and Goldsmidt); the discovery of 
organisms causing pleuropneumonia in persons in Israel (W. 
Hirsch); the recognition of a new virus in Israel that is similar 
to the West Nile virus; and the discovery of Coxsackie viruses 
(H. Bernkopf). Street virus from a dog was modified by pro- 
longed passages through embryonated eggs, and studies on the 
employment of the resulting avirulent strain for immunization 
purposes were continued (A. Komarov and Hornstein). 


Hospitalization in Israel.—tIsrael now has 8,000 hospital beds 
while it needs 12,000, the Minister of Health, Dr. Yosef Burg, 
told the press at the Assaf Harofe Hospital in Sarafand on May 
15, 1952. More than 50% of Israel’s hospital beds are in the 
hands of the government, which receives more than half of its 
patients from the Sick Funds. To ameliorate the situation, three 
hospitals were ordered from Finland and will be erected this 
year. These hospitals, containing 300 beds each, are prefabri- 
cated, complete with all the necessary installations, and will be 
built in Poria, in Nahariya, in Hadera, and near Tiberias. The 
present hospital buildings suffered from lack of building mate 
rials for their extension and maintenance. The Harofe Hos- 
pital, which has 500 beds, 200 of which are for children, it- 
cludes a “postpolio” department, which treats 300 children from 
all over the country. In the past about eight children were rt 
fused admission to the hospital daily owing to lack of space 
and a severe shortage of medical and nursing personnel. 


University Medical School Board Conference.—The conferenc¢ 
of the board of management of the Hebrew University-Hadassah 
Medical School and the American Medical Advisory Council 0! 
the Medical School was held in Jerusalem in June, 1952. Eigh! 
members of the American advisory board participated, together 
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with the heads of the Hadassah Medical Organization in America 
and Israel and the Hebrew University. The problems of teach- 
ing hospital staffs and persons in the fields of social medicine 
along with a fellowship program were discussed. It was decided 
to continue the American system of medical education, despite 
the fact that it is more expensive. The school must be expanded 
to accommodate 100 new students annually. Among the Ameri- 
can participants were Prof. Jacob J. Golub, executive vice- 
president, Hospital for Joint Diseases, New York; Dr. Joseph 
Hirsh, executive secretary of the medical advisory board; Prof. 
David Nachmansohn and Prof. Israel S. Wechsler, both of 
Columbia; and Prof. Louis Leiter, of Montefiore Hospital, New 
York. Advisory council members pointed out that Israel must 
start educating its own medical teachers. The conference also 
discussed the medical school’s curriculum, its expansion, and 
various organizational problems. 


PARIS 


Intradermal Administration of Corticotropin.—R. Debré and 
P. Mozziconnacci, and their associates at the Clinic of the Hos- 
pital for Sick Children, gave six guinea pigs, six rabbits, six 
white rats, and six mice progressive concentrations of corti- 
cotropin (ACTH) by intradermal route, so that for a week the 
animals received five to six injections of .2 cc., which corresponds 
to 1.2 to 4 mg. After having ascertained the absolute innocu- 
ousness in animals, the authors performed trials in children, 
using a solution of .1 cc., which corresponds to 2 mg. of corti- 
cotropin. They injected .2 cc. per intradermal “pimple,” giving 
from one to five injections according to the dose, which usually 
ranged from 8 to 12 mg. per 24 hours. The injection was per- 
formed on the anterior face of the thigh; it was less painful 
than with intramuscular administration. The authors found that 
with doses of hormones three times smaller they obtained a 
fall of eosinophilia as important and more lasting than with 
the usual technique. At the same time, they noted a minimum 
of risks of hypercorticalism. The following is a typical case: 
In a 10-year-old girl suffering from acute articular rheumatism 
and treated with daily doses of 100 mg. of corticotropin given 
in four intramuscular injections, clinical signs subsided; after 
discontinuation of the treatment for four days the symptoms re- 
appeared and the authors then instituted therapy with daily intra- 
dermal doses of 10 to 36 mg. of corticotropin. Effects on clinical 
signs were rapid; eosinophilia fell substantially, but the change 
in sedimentation rate was less definite. A lengthening of the P-R 
space on the electrocardiogram was observed. Intradermal treat- 
ment with daily doses of 100 mg. of corticotropin was supple- 
mented for the sake of safety, but it had to be discontinued 
after 15 days as it had brought about signs of a rapid hyper- 
corticalism with a 7 kg. increase in weight, rounded facies, and 
acne. The authors believe that the value of intradermal admin- 
istration consists in both the slow resorption of the drug and 
the cutaneous reaction it produces, inducing the production of 
corticotropin by the organism. In order to confirm these obser- 
vations, they propose to resume these trials on a larger scale. 
Debré and his associates presented the results of their works at 
the meeting of the Medical Society of the Paris Hospitals on 
May 23. In the course of the discussion, Tzanck stated that he 
used this method in a case of eczema resistant to intramuscular 
administration of corticotropin, but with no result; on the other 
hand, Klotz noted the same phenomenon of potentialization of 
action by intradermal administration with other drugs. 


Colchicine in Hodgkin’s Disease.—Isch-Wall, chief of service 
at the Rothschild Hospital, Paris, treated several patients with 
Hodgkin’s disease using colchicine intravenously. Except in 
malignant forms with rapid evolution, he observed spectacular 
improvements in the general condition, a melting of ganglionic 
Masses, and a fall of the temperature to normal. Unfortunately, 
recovery is not permanent and relapses occur after a few months. 
Isch-Wall reported his first results at a recent meeting of the 
Société Médico-Chirurgicale des Hopitaux libres de France and 
Stated that he is considering combining roentgen ray therapy 
with colchicine therapy. 
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LONDON 


General Practice Today.—A general practitioner from the south- 
east urban outskirts of London has recently published in the 
British Medical Journal a report of his practice during 1951. 
As general practice tends to be the “silent service” of medicine, 
such reports are comparatively rare. The area is a lower middle 
class one. The practice, which is a one man practice, consists 
predominantly of National Health Service patients. The area 
covered is about 4 square miles, but the yearly mileage in- 
volved is approximately 14,000 miles. An average of 25 patients 
is seen at each consulting session, and the average time taken 
for each patient is five minutes. The number of daily visits 
averages 10, and each visit occupies 10 to 15 minutes. The 
number of patients is around 4,500, with a slight predominance 
of women. The number of patients referred for a consultant 
opinion last year constituted 6.9% of the practice, while 5.4% 
were referred to him for radiological examination and 4.9% 
for pathological investigation. The number of certificates issued 
during the year was 2,018. Surgery attendances numbered 11,846 
and visits 2,758, giving an average number of attendances per 
person per year of 3.28. This last figure shows a small decrease 
compared with 1950 (3.8) and 1949 (3.7). An analysis of these 
attendance figures shows a 5.4 predominance of women com- 
pared with men, the lowest incidence in the 10-19 age group 
(2.4 attendances per person) and the highest incidence in the 
group over 70 (7.7). Monday was the busiest day in the week 
for both visits and attendances, with Friday, Tuesday, and 
Wednesday next in order. Of the 4,456 patients in the practice, 
3,373 sought advice during 1951, i. e., 3 out of every 4. 

An analysis of the types of disease showed that upper re- 
spiratory infections, respiratory diseases, digestive diseases, neu- 
roses, skin diseases, and cardiovascular disorders were the most 
frequently seen, each of these groups being responsible for over 
1,000 attendances during the year. Women more frequently had 
neuroses, varicose veins, and rheumatic disorders, the sex dif- 
ference being most marked in the neuroses group where the 
woman : man ratio was 2:1. The most frequent diseases were 
hypertension (12.9 per thousand patients), pneumonia (12.5), 
peptic ulcer (12.3), “chronic chests” (10.0), and tuberculosis (8.8). 


The Closed Shop Controversy.—A satisfactory conclusion has 
just been reached in a controversy that has engaged the atten- 
tion of the British Medical Association for a matter of some 
two years. The Durham County Council, with its large socialist 
majority, imposed a regulation that required an employee to 
apply for extended sick leave and pay through his professional 
organization or trade union. In other words, unless an employee 
belonged to such an organization or trade union, he was de- 
prived of such sick pay. For some time previously the county 
council has been demanding evidence from its medical employees 
that they belong to a professional organization or trade union 
and threatening dismissal to any physician who refused to pro- 
vide this evidence. This glaring example of interference with 
professional freedom, which, of course, the closed shop policy is, 
was strongly resisted by the B. M. A. In June, 1951, the Dur- 
ham County Council advertised certain medical vacancies in 
the lay press. These advertisements were not accepted by the 
British Medical Journal, which published its “important notice,” 
the purport of which was that physicians should not apply for 
any post mentioned in the notice. This resulted in an impasse, 
which was finally ended by the county council agreeing not to’ 
ask physicians about their membership in professional organi- 
zations. They still persisted, however, in adhering to their regu- 
lation about extended sick leave pay. In March, 1952, a joint 
emergency committee was set up, consisting of representatives 
of the B. M. A., the British Dental Association, the Royal Col- 
leges of Nursing and Midwives, the National Union of Teachers, 
and the Engineers Guild, all of which had members who were 
affected in the same way as physicians. This committee met 
adamant resistance from the county council. Finally, the teachers 
brought matters to a head and the 4,000 teachers employed by 
the county council handed in notices of resignation to take effect 
from Aug. 31, 1952. Hitherto the appropriate government de- 
partments had refused to intervene. The ministry of labor im- 
mediately acceded to a request to appoint a board of arbitration, 
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both parties to the dispute having agreed to abide by the de- 
cision of the board. The decision of the board is precise: “in 
so far as the present regulations concerning the making of appli- 
cations for extended sick pay require that such applications shall 
be made through a ‘trade union or other appropriate organiza- 
tion,’ they are in conflict with the principle of voluntary mem- 
bership of a trade union or professional organization and should 
be withdrawn.” This decision has now been accepted by the 
Durham County Council. 


New Antimalarial.—A recent symposium at the Royal Society 
of Tropical Medicine was devoted to 5-(p-chlorphenyl)-2:4- 
diamino-6-ethylpyrimidine, to which the British Pharmacopoeia 
Commission has given the approved name of pyrimethamine. 
The diaminopyrimidines are structurally similar to proguanil, 
and it is known that in the body proguanil is changed into a 
diaminopyrimidine. Practically 300 of the 2:4-diaminopyrimi- 
dines were investigated experimentally, and, of these, pyrimetha- 
mine was found to be the most active. Resistance to it can be 
produced with comparative ease in Plasmodium gallinaceum 
and P. berghei, and it is therefore advised that in treating malaria 
in man the dosage should always be such as will eradicate all 
erythrocytic parasites as completely and rapidly as possible. The 
diaminopyrimidines are also folic acid antagonists, and in dogs 
and monkeys changes in the hemopoietic system have been 
produced comparable to those produced by aminopterin. The 
doses required for this, however, are much larger than those 
used for treating malaria in man. The clinical evidence was 
somewhat conflicting. In African children a single dose of 5 mg. 
has been sufficient to cause disappearance of asexual parasites 
of P. falciparum and P. malariae. In West Africa, North Africa, 
Assam, and Indochina single doses of 20 to 100 mg. have been 
effective in treating infections with P. falciparum, P. malariae, 
and P. vivax; there was no apparent effect on the gametocytes 
of P. falciparum and only a weak action on those of P. vivax. 
In the Belgian Congo it was suggested that an annual course 
of treatment with pyrimethamine early in the rainy season might 
help to eradicate malaria in wide areas. Malayan workers con- 
sidered that it would be unlikely to replace chloroquine for the 
treatment of an acute attack and were reluctant to recommend 
it as a suppressant because of the possibility of developing re- 
sistant strains. In London parasites of the Korean strain of P. 
vivax had been found in the blood of patients six days after 
initiating treatment with the drug. 


Poliomyelitis.—The latest figures for poliomyelitis show a slightly 
higher incidence compared with previous years, with the ex- 
ception of the epidemic of 1950. During the week ended July 
26, the latest week for which figures are available, there were 
253 cases reported, consisting of 157 paralytic cases and 96 non- 
paralytic ones. This gives a total to date for the year of 1,430, 
compared with 1,282 for the same period last year, and 2,226 
in 1950. The over-all rate for England and Wales up-to-date 
this year is 3.26 per 100,000 population. The cases are scat- 
tered throughout the country, with a tendency for a higher in- 
cidence in rural areas; for instance, in Birmingham, Liverpool, 
and Manchester the incidence is 4.2, 3.3, and 3.4, respectively, 
compared with 102.2 in Yeovil, 51.1 in Malvern, and 50 in 
Blyth, all small country towns. 


‘Blood Donors.—Some interesting facts about blood donors have 
been given by the minister of health. In England and Wales blood 
donations are now being given at the rate of 600,000 a year, 
the highest ever, with the exception of 1944 when there were 
669,000 donations. By 1946 this figure had fallen to 270,000, 
but in the current year it is up to 470,574. In spite of this, 
according to The Lancet, “over 170,000 more donors are needed 
to keep pace with the growth of the service and to provide a 
\reasonable reserve of blood plasma.” 


{Mental Disease.—The annual report of the board of control 
for 1951 shows that the total number of patients under treat- 
ment for mental disease at the end of the year was 148,071, 
‘an increase of 525 over 1950. There has been an increase in 
the proportion of mental patients entering hospitals voluntarily, 
but attention is drawn to the big regional difference in this mat- 
ter. For instance, in some hospitals more than 90% of the 
patients enter as voluntary patients, while in others the propor- 
tion is only 50%. The comment is made: “much of this differ- 
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ence is accounted for by local factors which can change only 
gradually, but we have no doubt that in some areas the social} 
importance of avoiding certification is not fully realized.” Ref. 
erence is also made to the adverse effect of the persisting shortage 
of nursing staffs, leading to empty beds, overcrowding, and long 
hours of duty. 


TURKEY 


Retirement of Prof. Tevfik Saglam.—Prof. Tevfik Saglam of the 
Istanbul University medical department, and Turkey’s foremost 
authority on tuberculosis, retired at the end of the June session, 
ending his 47 year teaching career. He was honored at a special 
ceremony attended by Ismet In6nii, former president of Turkey, 
the rector, the dean, and the medical staff of the university, the 
medical staffs of the Istanbul city hospitals, and Professor 
Saglam’s students. Professor Saglam graduated from the Imperial 
Military Medical Academy in 1902 and was assigned to the 
Istanbul-Giilhane Military Hospital. In 1909, when the Military 
Medical Academy and the Civilian Imperial Medical School 
merged and became Istanbul University Haidar Pasha Medical 
School, he was appointed associate professor of the third medical 
department; he was a full professor for 14 years and at one time 
dean and rector. Dr. Saglam served in the Balkan War; during 
World War I he was chief medical officer of the third army; and 
during the Turkish War of Independence he was surgeon general 
of the army and was awarded a number of decorations. He is 
now chief of the Turkish mission to UNESCO. In 1950 he was 
awarded the Cross of the Chevalier of the Legion of Honor of 
France in behalf of his contribution to medicine, his devotion 
to the study of tuberculosis, and his efforts in arousing public 
interest in the founding of the Istanbul Society for the Prevention 
of Tuberculosis. Under his leadership, today 16 tuberculosis 
dispensaries, to which 4 will soon be added, were opened in the 
poor districts of Istanbul City. He was instrumental in securing 
the first mobile x-ray unit for mass examination, the results of 
which he analyzed and published. Professor Saglam will now 
devote all his time to the tuberculosis research and refresher 
course center established in Istanbul in cooperation with WHO 
and the tuberculosis research institute in the Topkapu-Capa 
district endowed by his wife, the late Naile Saglam, where spe- 
cialists and medical students gain experience in tuberculosis 
detection. Professor Saglam has written textbooks on internal 
medicine and tuberculosis and numerous articles in medical 
periodicals. For many years he has been a member of the 
Supreme Health Council in the Ministry of Health and Social 
Assistance and was the president of the chamber of physicians. 


Rare Ileocecal Sarcoma.—In Klinik, the Bursa periodical, Dr. 
Ibrahim Oktem, medical director of the Bursa General Hospital, 
has published his observations on a rare ifeosarcoma in a man 
aged 26. On the morning of admission to the hospital, the patient 
was suddenly seized with severe pain, which started on the right 
side of the lower abdomen and soon spread; he vomited and was 
unable to rise from his slumped position. When the pain did not 
cease he was taken to the hospital. On admission his pulse rate 
was 140 and was very weak; the abdomen was hard, and because 
of the pain only the presence of some foreign body could be 
ascertained. Rectal examination revealed a very sensitive peri- 
toneum and a hard, thick mass in the region of the right rete 
cul-de-sac. The abdomen was opened by pararectal incision and 
revealed a seropurulent liquid. Further exploration revealed 4 
40 cm. long, hard, purplish tumor, in the region of the right 
cul-de-sac; it was attached to the ileum and extended to the 
cecum, which it had infiltrated. The tumor, which was attached 
to the intestines, was difficult to remove. The tumor had 
perforated the intestine in one place with resultant peritonitis 
Because of the infiltration it was not feasible to perform an ileo 
transversostomy, and the transit of the intestine was assured by 
ileosigmoidostomy. Considering that 98% of tumors of the dé 
gestive tract occur in the large intestine and only 2% in the small 
intestine, such a tumor, occurring at such an early age, is raft. 
It is significant that the tumor did not metastasize but perforated 
the intestine and resulted in peritonitis. It is also worthy of note 
that it first resembled acute appendicitis. 
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CORRESPONDENCE 


COOPERATION TO REDUCE HOSPITAL BILLS 
BY MEDICAL AND ADMINISTRATIVE STAFFS 


To the Editor:—A comparison of hospital bills for the care of 
the same disease in 1939 and 1952 will make it obvious that 
hospitalization is expensive and becoming more so. While great 
advances have been made in medical and hospital care, there is 
growing concern that the patient’s abiiity to pay for it is not 
keeping the pace. Are there ways to “ease the burden of cost” 
without adversely influencing the standard of care that must be 
maintained in the interest of the patient? If there are, the chal- 
lenge should be accepted and shared by the entire hospital staff, 
administrative and medical alike. 

Serious consideration has been given to the solution of this 
problem and many constructive steps have been taken to reduce 
costs. Individual hospitals studying their various procedures have 
reported that hospital operation may be made more efficient 
through cooperative medical staff action. Important contribu- 
tions to this end were made by heads of departments, staff 
physicians, and other members of the hospital team whose pri- 
mary interest is the care and welfare of the patient. No such 
action may be anticipated, however, unless the staff members 
are aware of the need and are in a position to evaluate their 
relation to the problem. 


Physicians and all others serving the patient in the hospital 
have responsibilities that bear directly on hospital expenditures. 
Busy physicians have not always recognized this fact, since they 
have been preoccupied with the more professional aspects of 
hospital service. Once informed, however, they are in a position 
to make important contributions to economical operation. 

The influence of the physician in the hospital is limited only 
by his initiative, judgment, and ability to coordinate his interests 
with those of others serving the patient. No hospital will admit 
a patient, except in an emergency, without an order from the 
physician. No diagnostic test will be done, no drugs adminis- 
tered, no treatment given, without his sanction. His influence is 
further reflected in the standard of care provided and the equip- 
ment that is made available. The hospital is truly the “physician’s 
workshop.” The type of accommodations provided as well as 
the number and quality of hospital personnel made available 
are largely determined by the recommendations of the pro- 
fessional staff. Finally, the length of stay of a patient in the 
hospital is decided by the physician, and the patient may not be 
discharged by the hospital without a physician’s approval. All 
procedures initiated by the physician in the interest of the 
patient are directly related to costs. These may not be controlling, 
but they have an impact that are of more than passing interest 
to the patient who pays the bill. Hospitals and physicians must 
share the responsibility. Both have identical interest in obtaining 
the maximum efficiency of hospital utilization, and one group 
cannot improve the situation without the cooperation and active 
support of the other. 

Like every other service, the cost of hospital care has been 
ising steadily for a number of years. Much of the increase is 
represented by depreciation in the value of the dollar, but 
hospital services cost more because they are better. Other 
important factors relate to higher salaries and shorter work 
weeks. A physician’s diagnosis is more accurate because of new 
and complicated tests. Prescribed therapy is more effective be- 
cause of new agents and devices. Hospitals are more efficient 
because of better-trained personnel, better-constructed accom- 
Modations, better-designed equipment, and refinement in opera- 
ton and administration. No apology need be made for the high 
cost of hospitalization. Lower death rates, paucity of complica- 
lions, shorter convalescence, and fewer disabilities all bear 
Witness to the contributions that medical care in the hospital 


has made towards a healthier population. The results justify the 
Costs, 


Our custom of sharing risk with others in the community 
also contributes to our present concern over the upward trend 
in hospital rates. Increased hospital rates necessitate raising of 
premiums to the consumers of prepaid medical and hospital 
services, with the result that many persons may soon be unable 
to afford such protection. 

By and large, hospitals are operated as efficiently as cir- 
cumstances obtaining in their own communities will permit 
them to be. Criticisms of loose management, of unnecessary 
procedures, and’ of wasted effort are not generally borne out by 
the facts. In some instances, however, efficiency could be im- 
proved, and so it seems important at this time for physicians and 
hospitals to turn their gaze inward, to discover the weak points 
in their methods, and to improve them. 

To further this purpose, the Council on Professional Practice 
of the American Hospital Association is promoting a voluntary 
study of medicoadministrative aspects of hospitalization to 
determine where and how hospital practices could be improved 
to reduce costs of hospitalization without impairing quality of 
service. This last point is essential to the study, because it is 
always easy to reduce costs by lowering quality of service to the 
patient and consequently worsening his chances of recovery 
from illness. One of the chief aims of the study is to interest 
physicians in the problems of hospital management and to 
suggest areas in which the assistance of the physician can help 
to achieve more efficient hospital administration. 

Under the direction of Dr. Dallas G. Sutton, professional 
consultant of the Washington Service Bureau of the American 
Hospital Association, a pilot study was undertaken late in 1951. 
Several hospitals volunteered to serve as subjects in the 
study. More than 60 hospitals participated, and their reports 
indicated the need for improved methods in hospital procedure. 
The information from this study was compiled and issued by the 
Council on Professional Practice to hospitals who expressed an 
interest in studying their own methods of operation with a view 
to their improvement. To date, more than 300 hospitals have 
requested this study and have signified their intention to make 
their findings available to the council. 

Examples taken at random from the pilot study show that 
much good has been accomplished already by the combined 
efforts of medical and administrative staffs of hospitals. One 
hospital revealed that faulty administrative procedure in sched- 
uling of surgical operations had added an average of one hospital 
day to the stay of every patient operated on in that hospital. A 
minor change recommended by the surgical staff eliminated this 
wastage. Another report estimated that the cooperation of staff 
physicians in completing preliminary documents for the ad- 
mission of patients has saved one day per hospital admission. 
A similar saving in hospital utilization was achieved by re- 
scheduling the hour of patient admission from 4 p. m. to 11 
a. m. 

The requirement of routine laboratory and x-ray tests for alk 
patients prior to admission made some admissions unnecessary 
in a midwestern institution and thus saved hospital utilization. 
A medical staff ruling restricting orders for certain drugs and 
special diets to 72 hours resulted in a marked drop in the con- 
sumption of these items, with a substantial saving to the patient. 
It is believed that this ruling has also lowered the average period 
of hospitalization in a large voluntary hospital. 

Analysis of the length of hospitalization convinced the medi- 
cal staff of a 200 bed hospital that some patients were retained 
in the hospital too long because of procrastination by physicians, 
dilatory treatment, ineffective communication between physician 
and hospital administration, delays in answering and reporting 
consultations, attempts to retain control of hospital beds, and 
lack of vigilance by attending physicians. A medical staff review 
of its own regulations brought about some alleviation of this 
situation by appropriate changes. 


: 
= 


714 CORRESPONDENCE 


In making this pilot study, the Council on Professional Practice 
has not depended entirely on the reports of participating hos- 
pitals. For example, the independent investigation of hospital 
utilization by a council of the Michigan State Medical Society 
has been of the utmost value in pointing out areas in which 
physicians can assist the study. An editorial in the Journal of 
the Michigan State Medical Society revealed that in one hospital 
there were approximately 1,700 “inexcusably used” hospital days 
in a single month. By pointing out the manner in which these 
days were utilized, a valuable contribution was made to the 
study. It is possible that similar instances of opportunities for 
improvement in hospital utilization could be documented from 
the individual experiences of other hospitals and physicians in 
the United States and Canada. 

Evaluation of the preliminary reports leads the American 
Hospital Association to recommend that every hospital ex- 
amine and appraise its own methods of operation. Hospitals 
in the United States and Canada have been invited to participate 
in this study on a voluntary basis. Copies of the pilot study are 
available on request. Participating hospitals are not obligated 
to report results of their findings but are invited to contribute 
their knowledge to the study in order to assist other hospitals 
who may not have found the solutions to the same problems. 

The scope of the study is unlimited. Its range covers all 
procedures, from those that may be construed to be purely 
administrative to those that are within the exclusive jurisdiction 
of the physician. The emphasis of the study, however, is on 
medicoadministrative cooperation, because progress depends on 
the joint action of physician and hospital. Hospitals are 
organized to assist the physician to practice better medicine and 
so to improve the welfare of his patients. Medicoadministrative 
procedures offer a fertile field to search for expensive, un- 
necessary, and time-consuming procedures that can be altered 
or eliminated. 

The invitation to participate has been addressed to adminis- 
strators of hospitals. Conducting a similar study in its own state, 
the Michigan State Medical Society has issued the same type of 
invitation to the medical profession. Obviously, the responsibility 
for self-appraisal is not limited either to hospitals or to physicians 
alone but is one that must be shared jointly by both groups if 
greater efficiency is to be attained. 

Reports from the pilot study show that the most successful 
self-analysis has resulted from the appointment of a study com- 
mittee composed of senior physicians, or heads of clinical 
departments, and senior members of the administrative staff. 
The task of this committee is to investigate systems and pro- 
cedures prevailing in the hospital and to determine whether 
they can be improved. Consideration should be given to having 
such a committee function as a standing committee to operate 
on a continuing basis to recommend changes in procedure when- 
ever they appear to be necessary or desirable. The study 
committee generates ideas, and in one hospital more than 200 
suggestions resulted from its first meeting. In larger hospitals, 
subcommittees are established in each of the clinical departments 
with the department head as chairman and active physicians, 
residents, senior nurses, and senior administrative and technical 
personnel in the department as members. Areas of operation 
involving more than one department in the hospital are referred 
to the study committee for consideration and adjudication. The 
conduct of the study has varied from hospital to hospital, but 
the effect has been salutory. 

The purpose of the study is not to obtain cumulative statistics 
but to create an attitude or state of mind for cooperative and 
continuing appraisal of how hospital activity reflects on the cost 
to the patient. If it does no more than stimulate hospitals and 
physicians to review continuously their methods and procedures 
sO as to maintain them at the highest peak of efficiency at all 
times, this study will have well served its purpose. 

The Council on Professional Practice intends to publish 
interim reports on the results of the study from time to time for 
the information of physicians and hospitals. Physicians are 
urged to support this study in all its aspects and phases. 


ALBERT W. SNOKE, M.D. 
789 Howard Ave. 
New Haven, Conn. 
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DIAGNOSTIC CRITERIA FOR HUMAN BRUCELLOsis 


To the Editor:—The article “Diagnostic Criteria for Human 
Brucellosis” in THE JOURNAL, June 28, 1952, page 805, a re. 
port of the Committee on Public Health Aspects of Brucellosis 
National Research Council, includes various undocumented 
statements concerning diagnosis and one concerning treatment 
that require refutation. As a member of the Expert Pane! on 
Brucellosis of the World Health Organization and Food and 
Agricultural Organization of the United Nations, I would like 
to point out that these statements are in conflict with the rec. 
ommendations made by the panel (WHO Technical Report 
Series no. 37, Geneva, 1951). 

Among the statements in question are: (1) that the comple. 
ment fixation reaction “is not recommended for routine use,” 
(2) that the opsonocytophagic reaction “is not recommended 
for use,” (3) that the intradermal test “should be abandoned,” 
and (4) that the members of the committee “do not subscribe 
to the treatment of brucellosis with Brucella antigens.” The 
pronouncement that cultivation of the organism and the agglu- 
tination reaction are the only useful diagnostic measures is to 
be particularly deplored. The panel recommended further jn- 
vestigation of the various tests and that “investigation should 
be carried out to establish the utility of Brucella vaccines and 
the ways in which they should be employed, special attention 
being paid to their effects in proved cases of the disease, and 
particularly those cases in which the use of antibiotics has not 
resulted in a complete cure.” 

The committee report fails to recognize that acute and chronic 
brucellosis, although two phases of the same disease, require 
different diagnostic criteria. The acute febrile disease, or acute 
exacerbation of the chronic disease, frequently is accompanied 
by bacteremia. The low-grade chronic disease is rarely bac- 
teremic. The acute infection usually produces antibody response 
in high titer. The chronic disease usually does not do so. 
Agglutinins may be absent when cultures are positive. A diag- 
nosis of chronic brucellosis may not be dismissed because 
neither culture is positive nor agglutinins present in titers above 
1:320. The clinician who is familiar with chronic and acute 
brucellosis utilizes all available laboratory aids, correlating re- 
sults with history and clinical findings. 

The committee’s statement concerning antigenic therapy sug- 
gests failure to evaluate it in chronic brucellosis. Also, vaccine 
may give supportive diagnostic information when used in a 
therapeutic trial. Antibiotic therapy alone is relatively ineffective 
in about 50% of chronic cases. 

Skin testing of large groups to determine the incidence of 
Brucella allergy is to be deprecated. The panel stated: “Indis- 
criminate use of allergenic agents in intradermal tests for epi- 
demiological purposes should be discouraged because of possible 
interference with subsequent serological tests.” A positive skin 
reaction indicates that the patient has been sensitized to Brucella 
through infection but gives no information as to the status of 
the infection unless supported by other evidence. No informed 
physician bases a diagnosis on “a group of nonspecific symp- 
toms and a positive skin test.” However, a negative reaction 
has much significance in a long-standing illness, since false nega- 
tive reactions occur in less than 5% of tests. It would be as 
wrong to abandon the intradermal test for brucellosis as it would 
be to abandon the intradermal test for tuberculosis or histo- 
plasmosis. It is a question of proper interpretation. 

The complement fixation reaction may be positive whea 
agglutinins are absent and may appear earlier and persist longer. 
The opsonocytophagic reaction may show antibody response (0 
Brucella infection when other tests are negative. The work of 
Victor and others (Human Blood Opsonin Titers Against Bru- 
cella, J. A. M. A. 149:809 [June 28] 1952) confirms its value. 
Evans, Robinson, and Baumgartner as well as Foshay and 
Calder, and others, have long since established the relative value 
of noncultural tests. 

Instead of discarding valuable methods, the physician should 
place greater emphasis on their intelligent utilization. A com 
bined clinical and laboratory approach is necessary. 


J. Harris, M.D. 
25 Fifth Ave., New York 3. 
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THE DISTAFF SIDE OF MEDICAL 
PERSONNEL PROBLEMS 


To the Editor:—Current medical and therapeutic procedures 
involve many auxiliary workers, most of whom are women, 
such as nurses, dietitians, physical and occupational thera- 
pists, and social workers. The rapid expansion of medical facil- 
ities, hospitals, clinics, and health departments have increased the 
demands for these “distaff workers” without any real thought 
being given to the problem of where they were to come from. 
The casual observer feels that the solution is to encourage more 
young women to study for careers in nursing and the allied spe- 
cialties immediately. A more critical analysis of the situation does 
not substantiate the possibility of such a simple solution. Young 
women have biological responsibilities that cannot be post- 
poned indefinitely; i. e., they are expected to marry, bear and 
rear children, and maintain a home. During this childbearing 
period they cannot devote full time and interest to a job and 
care for their families as well. 

While there are more married women working than ever 
before, there are also more married women than ever before. 
A study of the 1950 census figures reveals that only 19.6% of 
the total female population 14 years of age and over are single. 
In 1940 this percentage was 27.6%. This past decade was char- 
acterized by a decrease in the number of single women by 
almost 3 million, in spite of an increase in the total number of 
women 14 years of age and over by about 6 million. These mar- 
riage trends, together with the very high birth rates in the 
younger age groups of women, have shifted the age distribution 
of the employed women so that there is an increased propor- 
tion of older women working and a decreased proportion of 
younger women working. 

There is a real need, right now, to reevaluate the situation as 
far as the employment of women is concerned. Should there 
be more part-time employment opportunities for young women 
such as nurses? Should there be more training programs for 
older women, after their childbearing period? Should costs of 
household duties and child care while the mother works be a 
deductible expense from the income tax of working mothers? 
These are just some of the questions that need to be considered. 
The present shortages of nurses, teachers, and other specialized 
women workers will continue and perhaps become even more 
acute during this period of semimobilization. The medical pro- 
fession must realize that the “distaff side” of our present day 
shortage of personnel is an extremely complicated matter. Seri- 
ous thought is required by all members of society if present de- 
mands for skilled women are to be met. More information may 
be found in “Women, Statistics, and Mobilization” (Am. J. Nurs- 
ing 52:164 [Feb.] 1952) and “Understanding the Nurse Short- 
age” (Am. M. Women’s A. [March] 1952). 


RutH E. Cuurcn, M.D. 
1208 30th St., N. W. 
Washington 7, D. C. 


CHLORDANE POISONING 


To the Editor:—Two very different descriptions of signs and 
symptoms allegedly characteristic of acute poisoning by chlor- 
dane have appeared in recent issues of THE JouRNAL (Human 
Poisoning by Chlordane, Paul Lensky and Howard L. Evans, 
J. A.M. A. 149:1394 [Aug. 9] 1952; Intoxication Due to Chlor- 
dane, G. Bruce Lemmon Jr. and Commander Wilmot F. Pierce, 
J. A. M. A, 149:1314 [Aug. 2] 1952). The article by Lensky and 
Evans presents accurately the salient features of poisoning fol- 
lowing ingestion of the insecticide and is in accord with the 
results of animal experimentation. Like other insecticides of the 
chlorinated hydrocarbon type, such as DDT, lindane, aldrin and 
dieldrin, chlordane produces signs of irritation of the central 
Nervous system, such as hyperexcitability, tremors, and convul- 
sions, as its most characteristic manifestations. 


_ The absence of any mention of neurological manifestations 
in the case described by Lemmon and Pierce casts considerable 
doubt on the assumption that chlordane was the cause of the 
illness of their patient. It is true that the absorption of adequate 
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amounts of chlordane into the tissues of experimental animals 
may cause damage to the liver, kidneys, and lungs, but that 
clinically recognizable degrees of such damage may occur in 
the absence of neurological signs is very unlikely, except in cases 
in which the cumulative effects of the repetitive absorption of 
small amounts may play a role. The significance of the hepatic 
dysfunction demonstrated in this case is uncertain, since the 
patient was known to use alcohol to excess. Also the impor- 
tance of the cough is questionable, since the patient was said 
to have had an acute upper respiratory infection for two or 
three days prior to exposure to chlordane. Hematological dis- 
turbances, particularly those relating to the leukocytes, are not 
characteristic features of exposure to insecticides of this class. 
The very few cases of agranulocytosis attributed in the litera- 
ture to the inhalation of DDT may have had other unascertained 
causes or else have been instances of an extremely rare and 
atypical response. They have been looked for in vain during the 
examination of large numbers of men who had been engaged 
for considerable periods in the application of DDT sprays for 
the eradication of insect vectors of communicable diseases. In 
the absence of definite information as to the nature of the solvent 
used in the spray gun, the statement that “the hepatic and hema- 
tologic reactions could hardly have been due to solvent intoxi- 
cation” lacks justification. 

Since published reports of cases of poisoning are used fre- 
quently as a basis for the tormation of medicolegal opinions, 
it is important that they be written so as to distinguish clearly 
the portions that are factual from those that are speculative and 
that they avoid the drawing of unwarranted conclusions from 
the facts presented. In the present instance, the title “Intoxica- 
tion Due to Chlordane” has a degree of finality not apparent 
in the author’s own comments or summary. THE JOURNAL may 
well take the point of view that these matters correct themselves 
in time and that the author alone is responsible for his views 
and for any difficulties that arise from them. Unfortunately, 
the results in certain situations may be serious, and every reason- 
able effort should be made to prevent errors. It is evident that 
this is extremely difficult, but it may be possible, and it would 
seem to be increasingly necessary that some editorial surveil- 
lance of reports of cases of alleged poisoning might be devised 
in order to better inform physicians who must diagnose such 
cases or participate in medicolegal cases, 


Francis F. Heyrotu, M.D. 
University of Cincinnati 
Kettering Laboratory 

Eden Ave., Cincinnati 19. 


INCIDENCE OF DISABLING DISEASES 


To the Editor:—The article on diseases of the aged by Drs. 
Medalia and White in THe JourNaL, Aug. 16, 1952, page 1433, 
presented one conclusion that is subject to reevaluation. The 
emphasis of the study was on the heart and cardiovascular-renal 
system; however, the conclusion that active tuberculosis was 
“rare,” occurring in only 117 autopsies, 9.3%, is certainly mis- 
leading. If one translates this percentage, with due caution, into 
the population serviced by the two hospitals, and to similar popu- 
lation groups in this country, the serious implications to physi- 
cians and the public health must become evident. It would be 
of interest to know how many of these patients were known to 
have active tuberculosis before their final hospital admission. 
Tuberculosis in the older age groups is acknowledged to have 
become a major facet in tuberculosis control. 


The use of the word rare was perhaps colored by interest. 
Certainly cardiovascular syphilis in 4% is not “surprisingly 
rare”; nor was cirrhosis of the liver “rare” when it was found in 
8.5%. If the patients who came to autopsy are a reasonable 
segment of the source population, the total numbers of persons 
over age 50 with each of the diseases noted in the study are 
significant. 

ABRAHAM GELPERIN, M.D., Dr. P.H. 
Director, Des Moines and 

Polk County Health Departments 
Des Moines, Iowa 
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BUREAU OF LEGAL MEDICINE 
AND LEGISLATION 


The Committee on Medicolegal Problems of the American 
Medical Association has approved the publication of the fol- 
lowing report by Louis J. Regan, M.D., LL.B., and consultants. 


REPORT OF COMMITTEE ON 
MEDICOLEGAL PROBLEMS 


A Suggested Course in Legal Medicine for Medical Schools 


Pursuant to the instructions of the Committee on Medicolegal 
Problems of the American Medical Association, the Subcommit- 
tee on Education has completed a survey of the medical schools 
to ascertain what is being taught in the field of legal medicine. 
Sixty-eight of the seventy-two American medical schools have 
completed and returned the questionnaire or have otherwise 
supplied sufficient information for the purpose of study. 


The questionnaire and other material used in the survey were 
also sent, for information purposes, to the seven schools pres- 
ently offering less than the full four-year course. 


A study of the returns shows that: 
(1) fifteen schools have departments of legal medicine. 


(2) of all the schools reporting seven offer elective courses 
and the remainder list the described courses as required. 


(3) six schools offer electives in addition to the basic required 
course. 


(4) in five schools comprehensive graduate courses are avail- 
able. 


(5) 16 schools provide undergraduate instruction, which, on 
the basis of current standards, appears to be satisfactory. 


(6) 23 schools present definitive or organized instruction in 
“medical jurisprudence” only. 


(7) 20 schools describe additional courses, other than in med- 
ical jurisprudence, that appear to be insufficient. 


The Committee believes: 


(1) that, in the practice of medicine, no physician can avoid 
contact with the law and that no medical student should be per- 
mitted to receive his degree without instruction in his legal duties 
to his patients, community, and government. 


(2) that formal instruction in the pathology of trauma is 
neglected in the average medical school; that, commonly, the 
material from autopsies of victims of trauma is siphoned into 
official channels divorced from academic sponsorship; and that, 
consequently, not only the material is lost for scientific study 
but the presentation and interpretation in court of sound docu- 
mented medical evidence is infrequent. 


The Committee recommends that: 


(1) a strong department or division of legal medicine be de- 
veloped in every medical school. 


(2) the department or division of legal medicine in each med- 
ical school incorporate in its curriculum a required course in 


Consultants for this report were L. Dale Coffman, Richard Ford, M.D., 
Thomas Hale, M.D., R. N. Harger, Ph.D., Harold C. Havighurst, Milton 
Helpern, M.D., Richard L. Kirtland, Samuel A. Levinson, M.D., Geoffrey 
T. Mann, M.D., Frederick D. Newbarr, M.D., Kenneth R. Redden, 
Stafford L. Warren, M.D., and Woodrow W. Weiss, M.D. 


J.A.M.A., Oct. 18, 1952 


legal medicine, a course dealing with basic material of general 
interest and importance to all physicians. 


(3) more detailed treatment of forensic specialties, or of a, 


ticular areas of interest, be developed as special (elective) courses, 


(4) teaching should not be restricted to undergraduate medical 
students but opportunity should be provided for the training of 
graduate physicians in the special techniques of medicolegal in- 
vestigation, in forensic pathology, toxicology, hematology, im- 
munology, etc., with fundamental research emphasized and en- 
couraged. 


(5) postgraduate seminars should be provided to meet the need 
of those engaged in medicolegal work, such as coroners, medical 
examiners, pathologists, interested practicing physicians, tech- 
nicians in police science laboratories, and representative mem- 
bers of district attorneys’ staffs. 


(6) the staff of the department or division of legal medicine 
should encourage the development, and participate in the con- 
duct, of courses in the neighboring Jaw schools. 


(7) there should be a direct and immediate relationship be- 
tween the staff of the department or division of legal medicine 
in the medical school and the local office of the coroner or the 
medical examiner. Further, it is desirable that the chief autopsy 
surgeon in that office, and perhaps his first assistant, have ap- 
pointments on the teaching staff of the department. 


The Committee suggests that the following required basic 
course be offered by medical schools to fourth year students, 
consisting of 20 periods of one hour each: 


1 Period The coroner’s office and the medical examiner sys- 
tem as devices for investigating the cause and manner 
of death. 


6 Periods Forensic pathology. 

1 Period Trace evidence and forensic chemistry. 

1 Period Blood group determinations and forensic immunol- 
ogy. 

2 Periods Forensic toxicology. 

1 Period Medicolegal aspects of mental illness. 


1 Period How medicolegal problems arise and are decided. 
Nomenclature and definitions. 


1 Period The physician-patient relationship. The physician's 
legal duty to his patient. Requirement of authoriza- 
tion to treat. Patient’s right of privacy. Privileged 
communications. The patient’s duty. Contributory 
negligence. 


1 Period Legal duty continued. Physician not insurer. Liability 
for act of another. Proximate cause. Abortion. Sterili- 
zation. Narcotics. 


1 Period Malpractice: Civil, criminal, standard of practice: 
the general practitioner, the specialist. Admissions. 
Damages. 


1 Period Malpractice continued. How proved. Res ipsa loquitur. 
The expert witness. Hypothetical questions. Statute 
of limitations. Special defenses. 


1 Period Licensure. Revocation. Public Health Law. Required 
reports. 


1 Period Workmen’s compensation and insurance problems. 
Hospitals. 


1 Period Malpractice prophylaxis: records, protective consul- 
tation, criticism of others, etc. 


(Supplementation by prepared syllabi is suggested.) 
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MEDICAL LITERATURE ABSTRACTS 


UNITED STATES 


A.M.A. Am. J. Diseases Children, Chicago 
84:1-150 (July) 1952 


Some Ideas on Nature of Rheumatic Fever: Presidential Address. H. 
McCulloch.—p. 1. 

Protein-Bound Iodine Levels in Normal and in Diabetic Children. T. S. 
Danowski, S. J. Huff, L. H. Erhard and others.—p. 5. 

Early Immunization—Its Possible Influence on Canadian Mortality Fig- 
ures. L. N. Pearlman.—p. 11. 

Consideration of Errors in Diagnosis of Intussusception. M. M. Ravitch. 
—p. 17. 

Hemoglobin, Red Cell Count, and Mean Corpuscular Hemoglobin of 
Healthy Infants. J. M. Leichsenring, L. M. Norris and M. L. Halbert. 
—p. 27. 

eSpina Bifida: Survey of 225 Encephaloceles, Meningoceles, and Myelo- 
meningoceles. J. T. Schwidde.—p. 35. 

Intravenous Iron Therapy in Iron-Deficiency Anemia of Infancy and 
Childhood. B. Dickstein, I. J. Wolman, C. Tan and others.—p. 52. 
Ultimate Residual Lesions of Antenatal and Neonatal Asphyxia: Their 
Relation to Certain Degenerative Diseases of Brain Appearing in Early 

Life. C. B. Courville.—p. 64. 


Spina Bifida.—The present study of spina bifida with its related 
neurological anomalies is based on 225 cases of encephalocele, 
meningocele, and myelomeningocele observed at the University 
of lowa Hospitals from 1938 to 1950. Information from the hos- 
pital records was supplemented by a questionnaire that was sent 
to the parents. Nearly three-fourths of the questionnaires (167) 
were completed and returned. On the basis of observations on 
these 225 cases and of a general view of spinal and cranial dys- 
raphism, the author emphasizes the following conclusions: The 
incidence of meningocele, myelomeningocele, and encephalocele 
is about 1 in 1,000 births. Females outnumber males in the ratio 
of 1.6 to 1. In three-fourths of 199 patients with spinal dysraph- 
ism the lesion was classified as a myelomeningocele. Ninety-nine 
of the 225 patients were subjected to operation. The operative 
mortality was 8%. At the present time 20% of the patients with 
meningocele or myelomeningoceie and 30% of those with en- 
cephaloceles are classified by the parents as “well” and unhamp- 
ered by their anomaly. In 100 cases there were 217 associated 
congenital anomalies (excluding club foot, dislocated hip, and 
hydrocephalus). The incidence of these cranial and spinal mal- 
formations among families in which the deformity has already 
occurred once was 56 times (1 in 18) the incidence in the popula- 
tion at large (1 in 1,000). The incidence of any deformity among 
families in which meningocele, myelomeningocele, or encephalo- 
cele has occurred was 37 times (1 in 6) the incidence of any de- 
formity in the general population (1 in 213). The preponderance 
of cranial and spinal dysraphism in females and the incidence of 
abnormalities in the relatives constitute presumptive evidence 
in favor of a familial factor in the cause of these lesions. 


A.M.A. Arch. Otolaryngology, Chicago 


§5:641-742 (June) 1952 


Scope of Otolaryngology in Occupational Trauma and Disease. A. Gold- 
ner.—p. 641, 

Corticotropin (ACTH) and Fenestration. M. P. Lansberg.—p. 662. 

Treatment of Oroantral Fistula. L. J. Waliner.—p. 666. 

Radiography of Supraglottic Speech Organs. A. S. MacMillan and 
G. Kelemen.—p. 671. 

Laryngeal Manifestations of Tabes Dorsalis. I. Fien, D. Proctor and 
J. E. Moore.—p. 689. 


Periodicals on file in the Library of the American Medical Association 
may be borrowed ‘by members of the Association or its student organi- 
zation and by individual subscribers, provided they reside in continental 
United States or Canada. Requests for periodicals should be addressed 
“Library, American Medical Association.” Periodical files cover only the 
last 11 years, and no photoduplication services are available. No charge is 
made to members, but the fee for other borrowers is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one time, and 
they must not be kept longer than five days. Periodicals published by the 
American Medical Association are not available for lending but can be 
Supplied on purchase order. Reprints as a rule are the property of authors 
and can be obtained for permanent possession only from them. 

Titles marked with an asterisk (*) are abstracted. 


A.M.A. Arch. Pathology, Chicago 


5§3:485-602 (June) 1952 


Histological Study of Heart Lesions in Potassium-Deficient Rats. J. E. 
French.—p. 485. 

Relapsing Myositis. N. G. B. McLetchie and R. L. Aikens.—p. 497. 

Anomalous Occipital Apertures. R. O’Rahilly.—p. 509. 

Experimental Cholesterol Atherosclerosis. E. Oppenheim and M. Bruger. 
—p. 520. 

Abdominal Gas Cysts (Pneumatosis Cystoides Intestinorum Hominis), 
L. G. Koss.—p. 523. 

Relationship of Nematode Larvae to Generalized Sarcoidosis. W. E. 
Jaques.—p. 550. 

Sarcoidosis. W. E. Jaques.—p. 558. 


American J. Digestive Diseases, Fort Wayne, Ind. 


19:127-160 (May) 1952 

Blood Pattern in Pre-Symptomatic Malignancy of Gastrointestinal Tract. 
H. L. Bolen.—p. 127. 

Relationship Between Colitis and Pyorrhea Alveolaris. H. Seneca and 
J. K. Karnig.—p. 131. 

Roentgenological Appearance of Gastric Mucosa in Blood Diseases. 
M. Brombart.—p. 137. 

Adrenergic Blocking Agents: Their Use in Clinical Medicine. M. P. 
Rogers and F. F. Yonkman.—p. 144. 

Failure in Treatment of Fistula-in-Ano with Aureomycin. R. I. Hiller. 
—p. 147. 

Intestinal Intubation for Barium-Produced Bowel Obstruction. M. O. 
Cantor, B. E. McCollum and J. Hodges.—p. 148. 

Esophageal Hiatus Hernia: Obscure Cause of Massive Hemorrhage from 
Upper Gastrointestinal Tract. L. W. Ide and J. R. McDaniel.—p. 151, 


American Journal of Obstetrics & Gynecology, St. Louis 
63:1185-1420 (June) 1952. Partial Index 


*Trials with Penicillin in Treatment of Pre-Eclampsia and Eclampsia. 
G. V. Smith, O. W. Smith and S. L. Romney.—p. 1185. 

Test for Pregnancy Based on Histaminolytic Activity of Serum. A. C, 
Dodge.—p. 1213. 

Treatment of Benign Uterine Bleeding with Intracavitary Radiation. J. 
M. Hundley Jr., W. K. Diehl and T. Kardash.—p. 1234. 

Recent Trends in Cesarean Section and Their Influence on Maternal and 
Fetal Mortality, J. H. Williams and Z. J. R. Hollenbeck.—p. 1254. 
Causes and Prevention of Defective Hemostasis, Together with Technique 

for Total Hysterectomy. R. Tauber.—p. 1272. 

Midpelvis Diameters. S. T. Thierstein.—p. 1282. 

Surgical Treatment of Carcinoma of Cervix Uteri. P. Peterson and F. EB. 
Hornbrook.—p. 1290. 

*Therapeutic Abortions with Folic Acid Antagonist, 4-Aminopteroyl- 
glutamic Acid (4-Amino P. G. A.) Administered by Oral Route. J. B. 
Thiersch.—p. 1298. 

Renal Contraindications to Pregnancy. T. E. Gibson.—p. 1326. 

Use of Diethylstilbestrol in Threatened Absorption. D. Robinson and 
L. B. Shettles.—p. 1330. 

Accuracy of Diagnosis of Endometriosis: Review of 103 Cases. T. A. 
Sinclair.—p, 1334. 

Use of Male North American Toad (Bufo Americanus) in Diagnosis of 
Pregnancy. J. B. Forman and R. D. Floyd.—p. 1352. 

Estrone Sulfate Soluble in Treatment of Estrogen Deficiency. C. H. Birn- 
berg. D. A. Sherber and L. J. Brandman.—p. 1358. 

*Storage of Estrogen in Human Fat After Estrogen Administration. R. B. 
Greenblatt and N. H. Brown.—p. 1361. 


Trials with Penicillin in Eclampsia.—Smith and associates have 
advanced the hypothesis that the precipitating cause of late preg- 
nancy toxemia is the release from the uterus into the generak 
circulation of a toxic product of tissue catabolism identical to 
the highly toxic, atypical euglobulin demonstrated by them in 
menstrual discharge. The recent discovery of a striking antitoxic 
action of penicillin in rats given lethal doses of menstrual toxin 
led to therapeutic trials with penicillin in women with late preg- 
nancy toxemia. Eight women were studied before and during 
administration of large doses of penicillin. One of them proved 
sensitive to penicillin and was given terramycin. In two patients 
with eclampsia, four with severe preeclampsia, and two with signs 
of toxemia in-the second trimester, administration of antibiotics 
was followed by alleviation of the disease and recrudescence 
when the drug was omitted. Diuresis and decreased albuminuria 
were apparent soon after treatment was started, and were ac- 
companied by general improvement. The diastolic pressure was 
also lowered, but there were sporadic rises despite continued 
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therapy. In cases of severe toxemia the beneficial action of peni- 
cillin appeared to be limited to the mother, since intrauterine 
death of the fetus occurred despite control of toxemia in two 
of six such patients studied. In the two patients with signs of 
toxemia in the second trimester, penicillin was given in conjunc- 
tion with diethylstilbestrol. Diethylstilbestrol alone caused no 
increase in the excretion of sodium pregnanediol glucuronide. 
When penicillin was also given in doses large enough to control 
signs of toxemia, the curve for urinary sodium pregnanediol 
glucuroride rose. The authors conclude that this type of therapy 
appears to offer promising possibilities for the fetus as well as the 
mother despite the fact that one of the infants died of prema- 
turity after cesarean section. 


Therapeutic Abortions with Folic Acid Antagonist.—Thiersch 
cites observers who noticed an impairment of reproductive func- 
tions in rats fed a diet deficient in folic acid and who also found 
that the addition of a crude folic acid antagonist to the deficient 
diet resulted in complete resorption of the fetuses. The author 
and a collaborator induced death and absorption of fetuses in 
mice and rats by injecting pregnant animals with the potent folic 
acid antagonist, 4-aminopteroylglutamic acid, during the first 
week of gestation. In the selection of human cases for this 
method of therapeutic abortion, care was taken to administer 
the compound only to patients in whom abortion was indicated 
because of tuberculosis, cancer, or other illness, and in whom 
it had been recommended by a diplomate and a member of the 
Board of Obstetrics and Gynecology. In most cases husband and 
wife gave written consent, and it was understood by both pa- 
tient and physician that surgical evacuation of the uterus might 
become necessary. The drug was given only to patients less than 
three months pregnant. The administration of oral doses of 6 to 
12 mg. of 4-aminopteroylglutamic acid induced fetal death in the 
first trimester of pregnancy followed by spontaneous delivery 
of the products of conception in 10 out of 12 cases. The doses 
lethal to the embryos had only a slight and transitory depressing 
effect on the hemoglobin and white blood counts of the mothers. 
The lesions found in young fetuses were depression of hema- 
topoiesis, and necrosis of the liver, adrenals, and intestinal epi- 
thelia. In three older fetuses the drug failed to produce immedi- 
ate death, but apparently induced malformations of the cranium. 
One of these fetuses died later and was delivered spontaneously. 
The other two were alive when surgically removed. The drug 
must be restricted to patients in whom surgical abortion will be 
possible, so that malformations in the infants will be avoided. 
The action of the drug is entirely “antifolic,” indicating the im- 
portance of folic acid in early embryonic life. 


Storage of Estrogens in Human Fat.—Previous studies on rats, 
comparing the synthetic estrogens tri-p-anisylchloroethylene 
(TACE) and hexestrol, showed that there is no retention of estro- 
genic substances in the fatty tissues following ingestion of hex- 
estro! but there was retention following ingestion of TACE. 
In the present study 11 normal women who were scheduled for 
laparotomy for various reasons were given natural and synthetic 
estrogens orally, parenterally, and by pellet implantation prior 
to operation. Subcutaneous fat samples were obtained in the 
course of the operation and were assayed for estrogens. In four 
women who served as controls and received no estrogenic sub- 
stances, no estrogenic activity was found in the fat. Three women 
were given various natural estrogens. Two subjects from this 
group were given estrone only, while the remaining subject re- 
ceived 75 mg. of estradiol in pellet form in addition to estrone. 
Both subjects who received only estrone showed a very faint 
trace of estrogenic activity per 100 gm. of fat obtained. This ac- 
tivity was so slight that it could not feasibly be expressed in nu- 
merical terms. The fat removed from the subject who received 
estrone plus the pellets of estradiol showed no estrogenic activity. 
Four subjects were given tri-p-anisylchloroethylene orally in 
doses ranging from a total of 504 to 1,152 mg. in periods of from 
3% to 16 days. Fat biopsies were obtained from 10 to 60 hours 
after the last dose. All four subjects showed marked estrogenic 
activity in the biopsied fat. Thus these studies indicate that estro- 
gen storage in subcutaneous fat is pronounced following admin- 


_ istration of TACE but not after the other estrogens employed in 


this study. This depot storage of estrogen may be of clinical and 


therapeutic significance. 
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American Journal of Physiology, Baltimore 


169:255-510 (May) 1952. Partial Index 


Bioassay and Physiological Effects of Cortisone on Adrenalectomized 
Dogs. W. W. Swingle, E. Collins, G. Barlow and EB. J. Fedor.—p. 270, 

Influence of Diet on Incidence of Alloxan Diabetes. R. R. Rodriguez ang 
W. A. Krehl.—p. 295. 

Dietary Factors Influencing Output of Bile Acids: Endogenous Production 
of Bile Acids. D. F, Magee, K. S. Kim, V. C. Pessoa and A. C. Ivy, 
—p. 309. 

Action of Synthetic Choleretic Compounds in Chronic Biliary Fistujg 
Dogs. D. F. Magee, K. S. Kim and A. C. Ivy.—p. 337. 

Total Body Sodium, Potassium and Nitrogen in Rats Made Hyper. 
tensive Med Subtotal Nephrectomy. R. W. Grecae and L. A. Sapirstein 
—p. 343. 

Anoxia as Factor in Resistance to Mercurial Diuretics. D. R. Axelrog 
and R. F. Pitts.—p. 350. 

Relation of Valvular Lesions and of Exercise to Auricular Pressure, 
Work Tolerance, and to Development of Chronic, Congestive Failure 
in Dogs. A. C. Barger, B. B. Roe and G. S. Richardson.—p. 384, 

Mechanism of Venous Flow Under Different Degress of Aspiration. G. 
A. Brecher.—p. 423. 

Experimental Constrictive Pericarditis: Analysis of Induced Circulatory 
Failure. R. J. Boucek, J. H. Grindlay and H. B. Burchell.—p. 434, 
Comparison of Efficacy of Dextran, Oxypolygelatin, Plasma and Saline 
as Plasma Volume Expanders. L. G. Raisz and B. J. Pulaski.—p. 475, 
Plasma Proteins and Plasma Volume in Rats Following Total-Body 
X-Irradiation. H. Supplee, J. D. Hauschildt and C. Entenman 
—p. 483. 
Effects of Dietary Protein and Methionine on X-Irradiated Rat. W. W 
Smith, I. B. Ackermann and I. M. Alderman.—p. 491. 


American Journal of Psychiatry, New York 


108:881-960 (June) 1952 


Evaluation of Glutamic Acid in Mental Deficiency. R. N. Zabarenko and 
G. S. Chambers.—p. 881. 
Nicotinic Acid Therapy in Psychoses of Senility. I. Gregory.—p. 888. 
Lysergic Acid Diethylamide (LSD-25): Clinical-Psychological Study. 
C. Savage.—p. 896. 
Criticism of Concept of Neurotic Depression. E. Ascher.—p. 901. 
Constitutional Factors in Prognosis of Schizophrenia: Further Observa 
tions. N. S. Kline and A. N. Oppenheim.—p. 909. 
Movements of Vocal Apparatus During Auditory Hallucinations. B. H 
Roberts, M. Greenblatt and H. C. Solomon.—p. 912. 
Medical and Legal Concepts of Crimina) Responsibility: Social Process 
of Cooperation Between Psychiatry and Law in One Community. A. B. 
Stokes.—p. 915. 
Unusual Response to Thematic Apperception Test. H. Kaplan, H. Hauck 
and M. L. Kleinman.—p. 918. 
Sleep Paralysis. J. M. Schneck.—p. 921. 
Rehabilitating Chronic Neuropsychiatric Patients. J. A. Stringham 
—p. 924. 


Anesthesiology, New York 


13:231-342 (May) 1952 

Effects upon Duration of Spina) Anesthesia of Combining Nonanesthetie 
Substances with the Agent. W. Homeyer Jr., S. Mintz and J. Adrianl 
—p. 231. 
N-Allyl Normorphine: Antagonist to Opiates. J. B. Eckenhoff, G. L 
Hoffman and R. D. Dripps.—p. 242. 
Respiratory Studies During Anesthesia with Ether and with Pentothal 
Sodium. R. T. Patrick and A. Faulconer Jr.—p. 252. 
Quantitative Evaluation of Bronchoconstrictor Action of Curare in the 
Anesthetized Patient: Preliminary Report. C. M. Landmesser, J. @ 
Converse and M. H. Harmel.—p. 275. 
Effect of Demerol on Cerebrospinal Fluid Pressure. B. R. Kepes.—p. 281. 
2-Chloroprocaine: New Local Anesthetic Agent. F. F. Foldes and P. G. 
McNall.—p. 287. 
Venous Pressure During Surgical Anesthesia: Preliminary Report. H. F. 
Bishop, B. J. Ciliberti and E. H. Barendrick.—p. 297. 
*Use of Dramamine in Control of Postoperative Nausea and Vomiting 
R. H. Hume and W. K. Wilner Jr.—p. 302. 
Development of Efocaine, New Approach to Prolonged Local Anct 
thesia. F. P. Ansbro, A. H. Iason, H. EB. Shaftel and others.—p. 306 


Dimenhydrinate to Control Postoperative Nausea and Vomiting. 
—Dimenhydrinate (dramamine®) was used originally in the 
treatment of motion sickness, but recently it has been used also 
for postoperative nausea and vomiting. The present study is 
concerned with this latter use. Of 200 patients studied, 100 served 
as controls. The patients were not selected, but alternate ones 
were treated with dimenhydrinate, and thus all age groups and 
many different surgical procedures were included in the test 
group. A decrease in incidence and severity of nausea and vom- 
iting was observed when dimenhydrinate was used. Its greatest 
value was noted in neurosurgical procedures. The benefits de- 
rived from the use of dimenhydrinate increase with the duration 
of anesthesia. The authors do not believe from their work with 
this drug that it should be given routinely to patients suffering 
from postoperative nausea and vomiting. 
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Angiology, Baltimore 
3:207-270 (June) 1952 

Logical Management of Chronic Ulcers of Leg. A. M. Boyd, R. P. 
Jepson, A. H. Ratcliffe and S. S. Rose.—p. 207. 

Referred Pain: Working Hypothesis. A. H. Ratcliffe.—p. 216. 

What is Nature of Localized Trophic Disorders? R. Leriche.—p. 222. 

Spontaneous Gangrene in Infancy. G. E. Stokes and H. B. Shumacker 
Jr.—p. 226. 

Effect of Large Doses of Inositol on Experimental Atherosclerosis. 
Cc. Moses, G. L. Rhodes and A. Delacio.—p. 238. 

New Ganglionic Blocking Agent. R. B. Lynn, S. M. Sancetta and F. A. 
Simeone.—p. 241. 

Peripheral Emboiic Arterial Occlusion. J, Flasher and W. Stephenson. 
—p. 249, 

Therapeutic Action of Muscle Adenylic Acid on Ulcers and Dermatitis 
Associated with Varicose or Phiebitic Veins; Follow Up Report. 
R. Boller, A. Rottino and G. H. Pratt.—p. 260. 


Annals of Internal Medicine, Lancaster, Pa. 


36:1385-1598 (June) 1952 

Clinical Experiences in Ballistocardiography. A. L. Frankel and N. O. 
Rothermich.—p. 1385, 

Angle of Clearance of Left Ventricle. A. Ravin and C. M. Nice. 
—p. 1413. 

Syphilitic Heart Disease in Aged. F. D. Zeman and S. Storch.—p. 1423. 

Surgery in Patient Over 70. A. J. Ryan.—p. 1437. 

Radiation Injury Following A-Bomb Explosion. C. F. Vorder Bruegge. 
—p. 1444, 

Diagnostic Difficulties Relating to Amebiasis, with Five Case Reports. 
V. J. Dorset and J. B. Spriggs.—p. 1459. 

Terramycin in Active Diarrheal and Dysenteric Amebiasis. W. A. Sode- 
man, R, N. Chaudhuri and D. Banerjee.—p. 1467. 

*Use of Para-Aminosalicylic Acid (PAS) in Treatment of Intestinal 
Tuberculosis. I. N. Wolfson.—p. 1475. 

Observations on Vigorous Diagnostic Approach to Severe Upper Gastro- 
intestinal Hemorrhage. E. D. Palmer.—p. 1484. 

Use of Amphetamine Combinations for Appetite Suppression. S. C. 
Freed and M. Mizel.—p. 1492. 

*Clinical Observations in 100 Cascs of Infectious Mononucleosis and 
Results of Treatment with Penicillin and Aureomycin, A. L. Schultz 
and W. H. Hall.—p. 1498. 

*Laboratory and Clinical Experience with Sodium Gentisate in Rheu- 
matic Disease. E. F. Rosenberg, D. A. Krevsky and B. M. Kagan. 
—p. 1513. 


p-Aminosalicylic Acid in Intestinal Tuberculosis——Three men 
received p-aminosalicylic acid in doses of 12 to 16 gm. daily, de- 
pending on the tolerance of the patient to the drug, for four to 
five months. The three men were between the ages of 24 and 
42 and had clinical and roentgenologic evidence of intestinal 
tuberculosis. Except for the first six weeks of the treatment of 
one patient, p-aminosalicylic acid was given as the sodium salt, 
as this preparation is much better tolerated than the suspension 
of p-aminosalicylic acid powder. Mild to severe abdominal pain 
had been present for from four to six months. With the adminis- 
tration of p-aminosalicylic acid pain disappeared completely in 
the first two patients after one or two months of therapy, while 
very mild gaseous distress only pers'sted in the third after five 
months. All patients gained from 8 to 17 Ib. (3.6 to 7.7 kg.) 
shortly after the institution of the treatment. The classic roent- 
genographic evidence of intestinal tuberculosis disappeared with- 
in four to six months of the initiation of p-aminosalicylic ther- 
apy. Improvement continued as late as several weeks after the 
completion of the course. No toxic manifestations due to the 
drug were noted except for abdominal cramps and diarrhea, 
which disappeared as soon as the p-aminosalicylic acid was tem- 
porarily withheld. It was not necessary to discontinue use of the 
drug permanently. Since far-advanced pulmonary tuberculosis 
was still present in all the patients after the completion of the 
course of p-aminosalicylic acid, a return of the signs and symp- 
toms of intestinal tuberculosis is a definite possibility. p-Amino- 
salicylic acid is a useful drug in the treatment of intestinal 
tuberculosis. Its use is indicated in streptomycin-resistant pa- 
tients, in patients allergic to streptomycin, and in patients from 
whom it is desirable to withhold streptomycin in order to main- 
tain streptomycin sensitivity for the future management of the 
pulmonary disease. 
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Infectious Mononucleosis.—Clinical and laboratory findings and 
therapeutic results are reported in 100 sporadic cases of infec- 
tious mononucleosis in 98 men and 2 women treated at a Vet- 
erans Administration hospital between 1947 and 1950. Eighty 
per cent of the patients were between the ages of 20 and 30 years, 
thus showing the predilection of infectious mononucleosis for 
young adults. Fever and lymphadenopathy were the only mani- 
festations that were nearly always present. Pharyngitis and 
splenomegaly were present in two-thirds of the patients. Pneu- 
monitis and anemia were observed as unusual complications. 
Hepatitis with sulfobromophthalein (bromsulfalein®) retention 
or abnormal flocculation tests or both was detected in 69 of 75 
patients. This finding often aided in the diagnosis, which was 
made on the basis of clinical observations, a lymphocytosis over 
50%, and a heterophil antibody titer of 1:56 or higher. Penicillin 
in doses of 50,000 to 100,000 units intramuscularly every 
three to four hours was given to 36 patients, and aureomycin in 
doses of 0.5 gm. orally every six hours was given to 15 patients. 
The duration of therapy varied from 7 to 10 days. A compar- 
able group of 26 patients who received no antibiotic therapy 
served as controls. Penicillin and aureomycin did not seem to 
have any effect on the basic disease process. Although approxi- 
mately 50% of the patients receiving penicillin or aureomycin 
had an appreciable decrease in fever and sore throat within 48 
hours, the duration of symptoms and fever was not significantly 
different in the treated patients and the untreated controls. Peni- 
cillin or aureomycin probably should be given if there is severe 
pharyngitis or pneumonitis, to combat secondary bacterial 
infection. 


Sodium Gentisate in Rheumatic Disease—Gentisic acid is ex- 
creted in small quantities in the urine of patients receiving 
sodium salicylate. Chronic toxicity studies in dogs and rats sug- 
gested that sodium gentisate may be somewhat less toxic than 
similar doses of sodium salicylate. Prolonged administration of 
2 gm. of sodium gentisate every four to six hours in adults with 
rheumatic diseases resulted in no significant toxic manifestations. 
Single doses of 2 gm. of sodium gentisate given to 20 patients re- 
sulted in an average blood level of 2.9 mg. per 100 cc. at six 
hours. Only one patient showed no detectable level at six hours; 
the maximal level at this interval was 6.0 mg. per 100 cc. Of 63 
patients who were given 2 gm. of sodium gentisate every four 
hours or 12 gm. daily, 40 had rheumatoid arthritis, 12 osteo- 
arthritis, 5 fibrositis, 4 acute rheumatic fever, 1 psoriatic arthri- 
tis, and 1 erythema nodosum. Of the 40 patients with rheumatoid 
arthritis the immediate clinical response was excellent in 4, good 
in 4, and fair in 20; 11 patients had no response, and | patient 
was worse. Such improvement as occurred, however, disappeared 
within a few days. Response was also generally unsatisfactory in 
patients with osteoarthritis, fibrositis, and psoriatic arthritis. The 
response in the patients with acute rheumatic fever was not strik- 
ing enough to be considered significant when compared to the 
response to acetylsalicylic acid (aspirin). Although temporary 
and transient relief of pain and stiffness may be observed by 
patients with certain rheumatic diseases during a short period 
of sodium gentisate therapy, no improvement in objective signs 
of the diseases was shown. The authors’ results give no indica- 
tion that sodium gentisate is an adequately effective therapeutic 
agent. 


Arizona Medicine, Phoenix 


 9:19-64 (June) 1952 
Poliomyelitis—Its Clinical Aspects and Treatment. S. R. Caniglia. 
—p. 19. 
PAS Sensitivity and Desensitization. W. H. Oatway Jr.—p. 25. 
Non-Surgical Repair of Cystocele and Rectocele. Original Techniques. 
—p. 27 


Bacteriological Reviews, Baltimore 
16:51-144 (June) 1952 


Problems in Search for Microorganisms Producing Antibiotics. J. B. 
Routien and A. C. Finlay.—p. 51. 

Mosaic Structure of Red Blood Cell Agglutinogens. A. S. Wiener and 
I. B. Wexler.—p. 69. 

Symposium on Biology of Bacterial Spores. O. B. Williams, C. Lamanna, 
G. Knaysi and others.—p. 89. 
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Cancer Research, Chicago 
12:387-454 (June) 1952 


Transfer of Agent for Mammary Cancer in Mice by the Male. J. J. 
Bittner.—p. 387. 

Tissue Culture Screening of Purines and Purine Nucleosides for Selective 
Damage to Mouse Sarcoma Cells. J. J. Biesele, R. E. Berger and 
M. Clarke.—p. 399. 

Mitochondrial Population in Mammalian Cells: I. Description of Counting 
Technic and Preliminary Results on Rat Liver in Different Physio- 
logical and Pathological Conditions. C. Allard, R. Mathieu, G. de 
Lamirande and A. Cantero.—p. 407. 

Effects of A-Methopterin (4-Amino-N”-Methylpteroylglutamic Acid) on 
Synthesis of Adenine Moiety of Adenosine Triphosphate. H. E. Skipper, 
C. Morgan and L. L. Bennett Jr.—p. 413. 

Oxidative Phosphorylation Catalyzed by Cytoplasmic Particles Isolated 
from Malignant Tissues. H. G. Wililiams-Ashman and E. P. Kennedy. 
—p. 415. 

Growth of Free Tumor Cells in Pleural Exudate and Their Implantation 
into Pleura of Mouse. H. Goldie, B. R. Jeffries, M. C. Maxwell and 
P, F. Hahn.—p. 422. 

Effect of Neoplasia on Turnover of Nucleic Acids Studied with Formate- 
C™ and Glycine-2-C™, A. H. Payne, L. S. Kelly, G. Beach and H. B. 
Jones.—p. 426. 

V2 Carcinoma in Rabbit Eye. D. R. Ginder and W. F. Friedewald. 
—p. 429. 

Effect of Radiation on Transplantable Mouse Tumor Cells. M. C. Rein- 
hard, H. L. Goltz and S. G. Warner.—p. 433. 

Studies on Transplantable Teratoma of Mouse. E. Fekete and M. A, 
Ferrigno.—p. 438. 

Protection Against Radiation-Induced Lymphoma Development by Shield- 
ing and Partial-Body Irradiation of Mice. H. S. Kaplan and M. B, 
Brown.—p. 441. 

Testosterone Prevention of Post-Irradiation Lymphomas in C57 Black 
Mice. H. S. Kaplan and M. B. Brown.—p. 445. 

Effect of Pituitary Growth Hormone in Mice. H. D. Moon, M. E. Simp- 
son, Choh Hao Li and H. M Evans.—p. 448. 

Effect of Ultraviolet Radiation on Production of Spontaneous Mammary 
Tumors in C3H Mice. J. H. Clark, E. M. Luce-Clausen and G, B. 
Mider.—p. 451. 


Circulation, New York 


5:801-960 (June) 1952 

Revascularization of Heart: Study of Mortality and Infarcts Following 
Muitiple Coronary Artery Ligation. R. S. Hahn and C. S. Beck. 
—p. 801. 

Revascularization of Heart: Histologic Changes After Arterialization of 
Coronary Sinus. R. S. Hahn and M. Kim.—p. 810. 

Dynamic Responses of Right Ventricle Following Extensive Damage by 
Cauterization. A. Kagan.-—p. 816. 

Effects of Increased Intracranial Pressure on Pulmonary Circulation in 
Relation to Pulmonary Edema. W. Harrison and A. A. Liebow. 
—p. 824. 

*Clinical Evaluation of 1-Hydrazinophthalazine (C-5968) in Hypertension: 
With Special Reference to Alternating Treatment with Hexamethonium, 
R. L. Johnson, E. D. Freis and H. W. Schnaper.—p. 833. 

Cation Exchange Resin in Treatment of Congestive Heart Failure. II, 
Clinical Effectiveness and Chemical Complications During Prolonged 
Periods of Use. W. C. Klingensmith Jr. and J. R. Elkinton.—p. 842. 

*Use of Crystalline Visammin in Treatment of Angina Pectoris. L. A, 
Nalefski, W. B. Rudy and N. C. Gilbert.—p. 851. 

Surgical Closure of Aortic Septal Defect. R. E. Gross.—p. 858. 

Study of Factors Related to Effects of Quinidine in Experimental 
Auricular Flutter. B. B. Brown.—p. 864. 

Observations on Atria of Human Heart by Direct and Semidirect Electro- 
cardiography. R. Wenger and D. Hofmann-Credner.—p. 870. 

Certain Inevitable Relationships Among “Unipolar” Extremity Leads. 
P. H. Langner Jr., J. M. Benjamin Jr. and S. R. Moore.—p. 878. 

Studies Utilizing Portable Electromagnetic Ballistocardiograph. II. Bal- 
listocardiogram as Means of Determining Nicotine Sensitivity. H. Man- 
delbaum and R. A. Mandelbaum.—p. 885. 

Low Frequency Velocity Measurement Ballistocardiograph. J. E. Smith 
and S. Bryan.—p. 892. 

Nutritional Factors in Hemodynamics. II. Hypertension During Pteroyl- 
glutamic Acid Administration in Albino Rats. R. E. Lee, S. Tanaka 
and E. A. Holze.—p. 903. . 

Water and Electrolyte Content of Human Heart in Congestive Heart 
Failure with and Without Digitalization. N. E. Clarke and R. E. 
Mosher.—p. 907. 

Measurement of Total “Sodium Space” and Total Body Sodium in 
Normal Individuals and in Patients with Cardiac Edema. G. F. Warner, 
E. L. Dobson, C. E. Rodgers and others.—p. 915. 

Thrombocytic Acroangiothrombosis: Febrile Anemia, Thrombocytopenia, 
and Thromboses of Damaged Capillaries and Arterioles. H. S. Tacket 
and R. S. Jones.—p. 920. 

Anesthetic Management of Patients with Heart Disease. R. D. Dripps 
and L. D. Vandam.—p. 927. 


1-Hydrazinophthalazine (C-5968) in Hypertension.—Single oral 
doses of 1-hydrazinophthalazine (C-5968) were given to 16 
hypertensive patients; 6 received only 50 mg., because of minor 
side-effects, 4 received 100 mg., and 6 received 150 mg. of the 
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drug. The blood pressure, particularly diastolic pressure, was 
reduced significantly in 12 of the 16 patients tested. Moderate 
postural hypotension occurred in 15 of these cases. Attempts 
to maintain a significant reduction of arterial pressure in 17 
hypertensive patients by frequent administration at four to six 
hour intervals usually led to rapid development of tolerance. 
The latter could be partially overcome by increasing the doses, 
prolonging the intervals between doses, or omitting the medica- 
tion entirely for one week. Only 3 of the 17 patients apparently 
maintained sustained hypotensive effects during continuous treat- 
ment with 1-hydrazinophthalazine. All three of them were given 
the drug only twice daily. Side-effects, observed inconstantly, 
included severe headache, tachycardia with palpitation, flushing 
of the skin, dizziness and weakness, and rarely dyspnea, nausea, 
and vomiting. Such reactions could be minimized by gradual 
increases in and large (12 hour) intervals between doses of 1- 
hydrazinophthalazine. Nine hospitalized patients whose blood 
pressure fluctuated while they received injections of hexame- 
thonium (C6) at 12 hour intervals were given 1-hydrazinoph- 
thalazine orally midway between the doses of hexamethonium. 
The doses of 1-hydrazinophthalazine varied between 50 and 150 
mg.; the inital dose of 50 mg. was increased according to the 
hypotensive response or the development of side-effects. Inter- 
mittent administration appeared to minimize development of 
both side-effects and tolerance and resulted in a greater and 
more sustained reduction of blood pressure than when either 
agent was used alone. 


Visammin in Angina Pectoris.—Crystalline visammin (khellin) 
of 97.0 to 99.8% purity was given to 21 patients between the 
ages of 44 and 75 who had angina pectoris. Initially they were 
given 200 mg. per day in four equal doses. Two patients received 
this dose for four weeks, with nervousness as their chief com- 
plaint. Another tolerated this same dosage for three weeks before 
the development of nausea, vomiting, and nervousness. Two 
others received this dose without side-effects for two weeks, and 
another for one week. The remaining 15 patients had vertigo, 
headache, diarrhea, nausea, vomiting, and insomnia after only 
two days of treatment with 200 mg. of the drug. When the daily 
dose was reduced to 100 mg. in two equal doses, about 50% 
of the patients still complained of nausea, but when it was di- 
vided into four equal doses, only four of this latter group of 
patients experienced side-effects after six weeks of treatment. 
These same four patients still had a small amount of nausea 
on a single 50 mg. daily dose, but this was eliminated by giving 
two doses daily of 25 mg. each. Two patients refused to con- 
tinue taking the drug after experiencing side-effects at the 200 
mg. dose level. Crystalline visammin improved the cardiac con- 
dition of the 19 patients who continued to take the drug, and 
each patient commented on his ability to withstand more exer- 
tion. Five of the patients still experienced anginal pain, but it 
was less severe and frequent. Seventeen showed improvement 
in the appearance of the complexes of the ballistocardiograph, 
and the improvement was maintained for various periods after 
discontinuation of therapy. This probably can be attributed to 
the cumulative effect of the drug. The results indicate that anginal 
symptoms may be controlled in 80% of patients treated with 
crystalline visammin in a dose of 50 to 100 mg. per day. Crystal 
line visammin is a beneficial drug in the treatment of angina 
pectoris, and, when used in therapeutic amounts, eliminates toxic 
effects that may well be produced by the impurities present in 
the crude preparations. 


GP (J. Am. Acad. Gen. Practice), Kansas City, Mo. 
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Practical Office Procedures in Proctology. U. R. Finnerty.—p. 34. 

Thyroid Problems in Childhood. W. A. Reilly.—p. 43. 

Gynecologist-Patient Relationship. G. C. Schauffler.—p. 47, 

Cardiac Psychoneurosis. P. Williamson.—p. 51. 

Treatment of Warts. L. Hollander.—p. 55. 

Diagnosis and Treatment of Endometriosis, R. W. TeLinde and R. B. 
Scott.—p. 61. 

Treatment of Acute Anterior Poliomyelitis. M. H. Seifert.—p. 68. 
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Journal Clin. Endocrin. & Metab., Springfield, Il. 
12:611-762 (June) 1952 


Chromophobe Pituitary Tumors: I. Diagnosis. O. Z. Younghusband, 
G. Horrax, L. M. Hurxthal and others.—p. 611. 

*Id.: Il. Treatment. G. Horrax, H. F. Hare, J. L. Poppen and others. 
—p. 631. 

Dose Response in Man to Oral and Injected Lipo-Adrenal Cortical 
Extract. F. Elmadjian and G. Pincus.—p. 642. 

Qualitative Studies of Neutral 17-Ketosteroids in Normal Subjects. R. B. 
Wilkins and L. D. Carlson.—p. 647. 

Inhibition of Desoxycorticosterone-Induced Pathologic Changes by 
Adrenocorticotropic Hormone and Cortisone. C. A. Rosenberg, D. M. 
Woodbury and G. Sayers.—p. 666. 

Effect of ACTH on Thymic Masses. L. J. Soffer, J. L. Gabrilove and 
B. S. Wolf.—p. 690. 

Effects of Adrenocorticotropic Hormone in Various Hypo-Ovarian 
States: I. Secondary Amenorrhea. M. E. Davis, C. E. Test, C. A. 
Navori and others.—p. 697. 

Influence of ACTH on Sodium and Potassium Concentration of Human 
Mixed Saliva. B. Grad.—p. 708. 

Therapeutic Studies in Hyperthyroidism: Methylthiouracil. R. L. Stirrett, 
D. W. Petit and P. Starr.—p. 719. 

Interstitial Cell Tumor of Testis: Study of a 5-Year-Old Boy with 
Pseudo-Precocious Puberty. C. D. Cook, R. E. Gross, B. H. Landing 
and A. S. Zygmuntowicz.—p. 725. 

New and Simplified Procedure for Determination of Free Pregnanediol 
in Urine, and Its Evaluation. A. L. Chaney, W. E. McKee, R. H. 
Fischer and S. P. McColgan.—p. 735. 

Studies on Mechanism of Spermatic Release of Male North American 
Frog (Rana Pipiens): II. Role of Pituitary, Adrenals and Testes. 
S. L. Robbins and F. Parker Jr.—p. 744. 

*Topical Estrogens: Clinical Effects and Side Actions. I. Shapiro.—p. 751. 


Treatment of Chromophobe Pituitary Tumors.—Vision and 
ability to work were considered by Horrax and associates as 
the chief guides in surveying the results of therapy in patients 
with chromophobe pituitary tumors. In general, roentgen irra- 
diation was employed before operation, when the reduction in 
vision was not severe or rapid, and this practice is now gen- 
erally favored by neurosurgeons. The dosage in irradiation 
therapy varied. At present, it is customary to give a tumor dose 
of 4,000 r by the rotational technique. If vision progressively 
deteriorates during irradiation, surgical intervention must be 
considered. A total of 105 patients were operated on for pitu- 
itary tumors 133 times. There were 10 deaths among 29 pa- 
tients operated on for adenomas with extrasellar intracerebral 
invasion. Most of these 10 were blind or had vision reduced to 
20/200 or less; in most of these, neither surgery nor roentgen 
treatment could have been effective because of the far-reaching 
intracranial spread of the adenomas. It is impossible to foreteil 
without exploration the exact extent of such tumors, and there- 
fore the patients were given their only chance of being helped 
when they were operated on. Furthermore, 19 of the 29 patients 
did survive for periods up to 18 years, many of them with vision 
improved or maintained at a useful level. There were three 
deaths among the 76 patients who did not have extrasellar ex- 
tension of the adenomas at the time of their primary operation. 
In 65 of 91 survivors who were traced, vision improved for from 
a few weeks to 18 years. In 27 of 50 patients who were treated 
only by irradiation, this therapy was started because vision was 
sufficiently impaired to warrant it, whereas in the other 23 pa- 
tients radiation was instituted for other symptoms. Vision was 
improved in 16 of the 27 patients, and in the other 11 vision was 
either unimproved or became worse in spite of radiation. Of the 
23 patients who received radiation for other than visual impair- 
ment, vision remained normal in 22, but in one patient vision 
became somewhat worse during treatment. Neither irradiation 
nor surgical treatment improved the hormonal deficiencies. 


Topical Administration of Estrogens.—In the past four years, 
Shapiro administered estrogens topically to 31 men and 52 
women. The dermatoses treated included those in which an ex- 
cess of male hormone is a primary factor, including acne vul- 
garis, seborrhea oleosa, and male-pattern baldness, in both men 
and women, and those in which a low estrogen level is etiolog- 
ical, including keratoderma climactericum, menopausal pruritus 
vulvae, and ill-defined scaly and erythematous dermatoses in 
menopausal women. Estrogens in vanishing cream and in 70% 
ethyl alcohol were applied every eight hours for six weeks. This 
schedule was reduced to two applications daily for the succeed- 
ing four to six week period. Dosage was varied according to the 
Clinical effects produced. The average daily dose consisted of 4 
Cc. of alcoholic lotion or 4 gm. of vanishing cream, with estro- 
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gens. This amount was adequate for the treatment of an area 
about 6 in. square. As soon as clinical improvement became evi- 
dent, as indicated by decreased oiliness of the acne, or reduced 
erythema in other dermatoses, the dosage was sharply reduced. 
No other local or general measures were used. No diet restriction 
was enforced. Several case histories, with illustrations showing 
the pre and post-treatment status of the skin lesions, are pre- 
sented. Certain dermatoses appear to be favorably influenced by 
local estrogen application of high concentration. An estrogenic 
alcoholic lotion appeared to be about four times as effective clin- 
ically as a comparable preparation in a cold cream vehicle. In 
10% of cases clinical improvement appeared to coincide with 
local pruritus. Further study to explain this is in progress. Ecze- 
matous skin is prone to sensitization, and consequently topical 
estrogens seem of limited value in these cases. The gynecomastia 
that was produced was harmless, did not persist, and was re- 
versible on discontinuation of estrogen therapy or administra- 
tion of testosterone. There were no sequelae. Withdrawal bleed- 
ing, “spotting,” and delayed menses disappeared when treatment 
was stopped. No change was noted in libido, pigmentation, hir- 
suties, size and frequency of erections, or coitus. Vaginal corni- 
fication studies are in progress. 


Journal of Clinical Investigation, New York 
31:533-676 (June) 1952 


Studies of Niacin Requirement in Man: I. Experimental Pellagra in 
Subjects on Corn Diets Low in Niacin and Tryptophan. G. A. Gold- 
smith, H. P. Sarett, U. D. Register and J. Gibbens.—p. 533. 

Iron Metabolism: Iron Stores in Man as Measured by Phlebotomy. D. 
Haskins, A. R_ Stevens Jr., S. Finch and C. A. Finch.—p. 543. 

Abnormalities in N** Excretion Rates After Ingestion of Tagged Gly- 
cine in Cushing’s Syndrome and Following ACTH Administration. 
W. Parson, K. R. Crispell and A. Ebbert Jr.—p. 548. 

Effects of Acetylcholine and Methacholine upon Human Colon. F. Kern 
Jr. and T. P. Almy.—p. 555. 

Plasma Fibrinogen and Sedimentation Rate in Rheumatoid Arthritis, and 
Their Response to Administration of Cortisone and Adrenocortico- 
tropic Hormone (ACTH). A. A. Fletcher, J. A. Dauphinee and M. A. 
Ogryzlo.—p. 561. 

Use of K*® or P*® Labeled Erythrocytes and I! Tagged Human Serum 
Albumin in Simultaneous Blood Volume Determinations: S. A. Berson 
and R. S. Yalow.—p. 572. 

Biological Decay Curve of P*? Tagged Erythrocytes: Application to 
Study of Acute Changes in Blood Volume. S. A. Berson, R. S. Yalow, 
A. Azulay and others.—p. 5381. 

Metabolic Study of a Diabetic Patient: Effect of Variations in Dosage 
of Insulin upon Adrenal Cortical Activity and upon Water, Electro- 
lyte and Nitrogen Excretion. J. W. McArthur, D. H. C. Chao, E. A. 
MacLachlan and others.—p. 592. 

Factors Influencing Choline Absorption in Intestinal Tract. J. de la 
Huerga and H. Popper.—p. 598. 

Possible Use of Neutron-Capturing Isotopes such as Boron” in Treat- 
ment of Neoplasm: II. Computation of Radiation Energies and 
Estimates of Effects in Normal and Neoplastic Brain. M. Javid, G. L. 
Brownell and W. H. Sweet.—p. 604, 


Journal of International College of Surgeons, Chicago 
17:769-902 (June) 1952 


Peritonitis, Intestinal Obstruction, and Wound Dehiscence. G. T. 
Watterson and T. B. Noble.—p. 769. 

The Cervix in Pregnancy. C. E. Galloway.—p. 781. 

Value of Phlebography in Diagnosis of Intermittent Obstruction of Sub- 
clavian Vein. P. Tagariello.—p. 789. 

Symptoms Arising from Urinary Tract, Misdiagnosed as Gynecologic in 
Origin. H. S. Everett.—p. 802. 

Urea-Splitting Organisms in Formation of Urinary Calculi. G. C. and 
R. V. Brennan.—p. 809. 

Humeral Bifurcation for Scapulohumeral Fusion. H. Milch.—p. 814. 

Results of Total Gastrectomy. L. T. Palumbo and J. E. Brennan.—p. 823. 

*Additional Lesions Simulating Protruded Intervertebral Disk. H. H. 
Young.—p. 831. 

Hallux Valgus. C. Khoury.—p. 840. 

Use of Estradiol Pellets in Treatment of Prostatic Carcinoma; Reference 
to Variation in Response to Steroid Therapy. E. M. Tracy Jr.—p. 849. 

Direct Inguinal Hernia. A. H. lason.—p. 853. 

Relation of Occupational Strains to “Disk Syndrome.” C. N. Lambert. 
—p. 860. 

*Postcholecystectomy Syndrome Treated by Vagotomy. E. P. Coleman 
and D. A. Bennett.—p. 865. 


Lesions Simulating Protruded Intervertebral Disk.—Other lesions 
besides protrusion of the intervertebral disk may cause pain in 
the lower part of the back. Twelve cases are presented that illus- 
trate this fact. An osteoid osteoma of the femur was present 
in four of these cases. The following lesions were each present 


| 


722 MEDICAL LITERATURE ABSTRACTS 


in one of eight other cases: Brodie’s abscess of the femur, 
osteitis fibrosa of the trochanter, glomus tumor of the popliteal 
space, twisted ovarian cyst, eosinophilic granuloma of the ilium, 
chondromyxosarcoma of the femur, tuberculous arthritis of the 
sacroiliac joint, and multiple myeloma of the spinal column. 
Young feels that, although a protruded disk is responsible in the 
majority of cases with pain in the lower part of the back, this 
is by no means always the cause. Only by using all available 
diagnostic means will an accurate diagnosis be possible and un- 
necessary operations be avoided. 


Postcholecystectomiy Syndrome Treated by Vagotomy.—Re- 
viewing the records of 487 patients in whom they had performed 
cholecystectomy over a 10 year period, Coleman and Bennett 
found that symptoms persisted in 54 cases. There were 14 addi- 
tional patients with persisting symptoms in whom the first opera- 
tion had been done by other surgeons. Relatively mild symptoms 
occurred oftenest in rather obese persons, to whom dietetic re- 
strictions were a hardship. When these persons would cooperate, 
proper elimination and restricting food intake were emphasized. 
None of these 24 patients with mild symptoms were subjected to 
another operation. Reoperation was necessary in 12 cases for 
common duct stones. A large gallbladder remnant existed in 
five patients, and in three of them it contained a stone. Removal 
of these remnants produced relief. The gallbladder was still pres- 
ent in three patients who had been told that it had been removed; 
in two of them it was empyematous and in one it contained 
stones. Four patients had pancreatitis, and thickening of the 
head of the pancreas had produced biliary symptoms. Two pa- 
tients were subsequently found to have diaphragmatic hernias. 
Three patients had stones in the right kidney, one had a duodenal 
diverticulum, and two had pelvic disease that had probably been 
the sole cause of the symptoms. In six patients with recurrence 
of symptoms, the final outcome revealed abdominal malignant 
disease not discovered or possibly not present at the time of the 
original operation. There was one case of food allergy. The 
five remaining patients were treated by vagotomy and are dis- 
* cussed in greater detail. Vagotomy counteracted the symptoms 
in all five cases. The authors emphasize that cholecystectomy 
should be done only for definite disease of the gallbladder. In 
the event that symptoms persist long enough to justify reopera- 
tion, the most probable cause of pain will be stones left in the 
common duct, an enlarged remnant of the cystic duct, or other 
pathological conditions. In cases of the true postcholecystectomy 
syndrome due to biliary dyskinesia, vagotomy may be necessary 
to relieve the symptoms. 


Journal of the Mount Sinai Hospital, New York 


19:1-380 (May-June) 1952. Partial Index 


Susceptibility to Convulsions in Relation to Age. A. Froehlich.—p. 4. 

Amyloidosis in Multiple Myeloma: Progress Noted in 50 Years of 
Personal Observation. A. Magnus-Levy.—p. 8. 

Modifications of Heart Sounds in Bundle Branch Block. S. Contro and 
A. A. Luisada.—p. 70. 

Transfer of Drugs Into Milk. H. Mautner.—p. 80. 

Changing Pattern of Infectious Processes Under Influence of Cortisone. 
W. Antopol and H. Quittner.—p. 91. 

Indications of Bed Rest, Particularly in the Aged. A. Mueller-Deham. 
—p. 131. 

Mode of Action of Antibiotics: Penicillin and Streptomycin. W. W. 
Umbreit and E. L. Oginsky.—p. 175. 

Integrated Role of Catecholamines, Mineralocorticoids and Sodium in 
Hyper- and Hypotension (Working Hypothesis). W. Raab.—p. 233. 

Problems in Juvenile Diabetes Mellitus. R. Wagner.—p. 249. 

*Incidence of Carcinoma in Chronic Ulcerative Colitis. S. Otani and 
I. Snapper.—p. 275. 

Coronary Atherosclerosis in the Young: Clinical and Pathologic Observa- 
tions. D. Adlersberg and F. G. Zak.—p. 289. 

Plumbism in Children. F. G. Zak and W. E. Finkelstein.—p. 352. 


Carcinoma and Chronic Ulcerative Colitis—The literature con- 
tains contradictory views about the relationship between car- 
cinoma and chronic ulcerative colitis. Otani and Snapper show 
that these differences can be explained in various ways. Although 
many patients have both chronic ulcerative colitis and carcinoma 
of the colon, the conclusion that in such cases the carcinoma 
is secondary to the chronic inflammatory process is not justified. 
Multiple familial polyposis of the colon frequently leads to 
malignant changes and often causes chronic ulcerative colitis. 
Sometimes this basic pattern is not obvious, either because most 
of the nonmalignant adenomatous polyps have been destroyed 
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by the secondary ulcerative process or because not too many 
adenomatous polyps were originally present. The adenomatous 
polyps can still be recognized as such since they contain de- 
differentiated mucous glands that distinguish them from the in- 
flammatory polyps with low colonic mucosa. Thanks to this 
histological characteristic, it often may be established that 
adenomatous polyps are present in a colon in which, at the same 
time, chronic ulceration and carcinoma are found. Multiple areas 
of carcinoma in the colon are caused by multicentric malignant 
degeneration of adenomatous polyps and cannot be metastases 
from a solitary carcinoma of the colon secondary to ulcerative 
colitis. In addition, it should be emphasized that localized ulcera- 
tive colitis frequently develops proximal to a stenosing carcinoma 
and secondary to it. The fact that adenomatous polyps can be 
seen in the colon in longstanding chronic ulcerative colitis js 
important, because these adenomatous polyps actually may be 
responsible for the carcinoma formation. One case is reported 
in which carcinoma of the colon first developed as a result of 
malignant degeneration of an adenomatous polyp. Five years 
later ulcerative colitis developed, as is often the case in adenom- 
atous polyposis of the intestine. If the ulcerative colitis had 
developed before the malignant degeneration in this case, it 
might erroneously have been considered to represent another in- 
stance of a carcinoma developing on the basis of a nonspecific 
colitis. 


Journal! of Nervous and Mental Disease, New York 


115:471-560 (June) 1952 


Psychotherapeutic Aspects of Schizophrenia. E. M. Weinshel.—p. 471. 

Role of Cerebral Cortex in Dynamics of Personality as Holistic Organ- 
ism-Environment System. H. A. Teiteibaum.—p. 489. 

Electromyographic Investigation of Tense and Relaxed Subjects. A. 
Lundervold.—p. 512. 

Bilateral Cervical Sympathectomy with Stellate Ganglionectomy in 
Essential Hypertension. S. Rosner.—p. 526. 

Psychosis in Polycythemia Vera. J. Haber.—p. 537. 


Journal of Pediatrics, St. Louis 


40:687-814 (June) 1952 


Treatment of Tuberculous Meningitis in Children. T. L. Perry.—p. 687. 

Tuberculous Meningitis. O. Ruziczka.—p. 708. 

Value of Measurements of Thyroid Uptake and Urinary Excretion of 
I! jin Assessing Thyroid Function of Normal and Congenitally Hypo- 
thyroid Children. W. A. Reilly and D. I. Bayer.—p. 714. 

Natal and Neonatal Factors in Premature Infant Mortality: Report of a 
10-Year Study. G. R. Russell and W. A. Betts.—p. 722. 

*Clinical Poliomyelitis in Early Neonatal Period: Report of Case. J. F. 
Johnson and P. M. Stimson.—p. 733. 

Treatment of Essential Nocturnal Enuresis. H. W. Seiger.—p. 738. 

Benzyl-p-Chlorophenol in Prevention and Treatment of Ammonia Derma- 
titis. L. J. Stephens, V. M. Cook and A. M. Heberling.—p. 750. 

Nature of Postmeningitic Subdural Effusions. G. G. Arnold.—p. 757. 

Further Studies of Use of Meat in Diet of Infants and Young Children. 
R. M. Leverton, G. Clark, P. M. Bancroft and E. Copeman.—p. 761. 

Nontoxic Detergent for Aerosol Use in Dissolving Viscid Bronchopul- 
monary Secretions. J. B. Miller and E. H. Boyer.—p. 767. 

*Treatment of Tetanus: 10 Consecutive Cases with Recovery. W. E. 
Segar, P. A. Littlefield and D. N. Walcher.—p. 772. 

Umbilical Hernia II. Occurrence in Negro Adolescents and Young Adults. 
E. P. Crump and J. M. Robinson.—p. 777. 


Neonatal Poliomyelitis—An infant showed the clinical picture 
of paralytic poliomyelitis at the time of the first physical ex- 
amination on-«the fourth day of life. The diagnosis remains 
unproved, however, because of the negative results with intra- 
cerebral inoculation of the stool suspension into monkeys and 
negative spinal fluid and routine cultures. There was almost com- 
plete recovery from the mild paralysis. The fact that the birth 
occurred toward the close of a poliomyelitis epidemic, the pleo- 
cytosis and increased albumin content of the spinal fluid, with 
subsequent fall in these values, and the selective flaccid paralysis 
of certain skeletal muscle groups of the abdomen and extrem- 
ities, with later improvement, make poliomyelitis the probable 
diagnosis. No examination of the infant was performed at the 
time of birth, but the fact that the postnatal course of this infant 
was asymptomatic and afebrile suggests that the paralysis may 
have been present unnoted at birth: intrauterine infection may 
have occurred at the time of the illness of the mother, six weeks 
ante partum. At that time the mother had developed pain in the 
muscles of her back and shoulders, followed in a few days by 
the symptoms of mild coryza. These symptoms subsided grad- 
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ually during the next two weeks and during the last month of 
the pregnancy she seemed well. If the child really had poliomye- 
litis, it would appear to be the first instance recorded of polio- 
myelitis in the early neonatal period in which the mother was 
clinically well during and following parturition. 


Treatment of Tetanus.—-The therapeutic management of tetanus 
described in this paper was begun in July, 1949, and has been 
used in 10 consecutive cases. All of the patients recovered. The 
patients were from 3 to 14 years old. Tetanus antitoxin was given 
to all of the patients. The authors recommend a single intra- 
muscular injection of from 40,000 to 80,000 units. They do not 
advocate intrathecal antitoxin therapy, but, if débridement is in- 
dicated, additional tetanus antitoxin should be given locally 
about the operative site. All of the patients received penicillin, 
which, though it may have little or no effect on the disease itself, 
is of value in combating the secondary pulmonary complica- 
tions. Humidified oxygen was administered by nasal catheter or 
via the tracheotomy tube. Catheter administration is preferred to 
an oxygen tent. Sedation was provided primarily by means of 
barbiturates administered intravenously. Tracheotomy was re- 
sorted to in four patients who could not be properly aspirated or 
in whom laryngospasm was impending. It was found that the 
patient will tolerate a tracheotomy well under local anesthesia, if 
he has been adequately prepared with barbiturates and curare. 
Dimethyl-tubocurarine (“metubine”) iodide, a refined curare 
preparation, was used to accomplish greater relaxation and to 
prevent the more severe tetanic spasms. 


Journal of Urology, Baltimore 
67:779-1064 (June) 1952. Partial Index 


Pheochromocytoma: Diagnosis and Treatment. G. F. Cahill.—p. 779. 

Dorsolumbar Flap Incision in Urologic Surgery. G. R. Nagamatsu, P. H. 
Lerman and M. H. Berman.—p. 787. 

Nephro-Ureterectomy: New Technique. H. P. McDonald, W. E. Up- 
church and C. E. Sturdevant.—p. 804. 

Aberrant Renal Arteries Which in Themselves Produce Pain. N. F. 
Ockerblad.—p. 810. 

Sodium and Potassium Excretion with Nephron Nephrosis. R. P. Lyon 
and D. R. Smith.—p. 817. 

Renal Hamartoma (Angiomyolipoma): Report of Three Cases. C. Rusche. 
—p. 823. 

Problem of Nonopaque Urinary Tract Stone. S. R. Muellner and B. Sears. 
—p. 832. 

*Role of Gout in Formation of Urinary Calculi. W. E. Kittredge and 
R. Downs.—p. 841. 

Management of Ureteral Injuries. J. F. Patton.—p. 852. 

Plastic Surgery of Ureter in Children. J. K. Ormond and R. W. Osborne. 
—p. 860. 

Uretero-Enterostomy: Experimental Studies. L. M. Woodruff, J. F. Cooper 
and W. F. Leadbetter.—p. 873. 

Evaluation of Common Methods of Uretero-Intestinal Anastomosis: Ex- 
perimental Study. H. M. Weyrauch and B. W. Young.—p. 880. 

Cortisone in Urological Conditions with Report of Trial in Interstitial 
Cystitis. H. S. Hoyt.—p. 899. 

Radiocobalt in Treatment of Bladder Tumors. J. W. Schulte, F. Hinman 
Jr. and B. V. A. Low-Beer.—p. 916. 

Effect of Electric Stimulation of Pudendal Nerves on Vesical Neck; Its 
Significance for Function of Cord Bladders: Preliminary Report. 
E. Bors.—p. 925. 

Physiology of Transitional Epithelium of Urinary Tract: I. Vesical 
Secretion in Dog. J. de J. Alvarez-lerena.—p. 939. 

Observations on Dynamics of Acute Urinary Retention in Man. J. D. 
Lawson, A. L. Schneeberg and W. B. Tomlinson.—p. 951. 

Rhabdomyosarcoma of Bladder. V. H. Youngblood, R. Banks Jr. and 
E. E. Denney.—p. 957. 

Sequelae of Prostatic Surgery. M. L. Brondny and S. A. Robins.—p. 962. 

Laboratory Controls in Carcinoma of Prostate: Estrogenic and Andro- 
genic Effects. D. C. Malcolm and C. Rusche.—p. 982. 


Gout in Formation of Urinary Calculi.—To evaluate the pos- 
sible relationship between urinary calculi and gout, Kittredge 
and Downs analyzed the records of 324 patients with proved 
gout. In 45 (14%) of these patients a urinary stone had been 
recovered or demonstrated roentgenographically prior to admis- 
sion. The incidence of urinary calculi among 108,947 general 
admissions to the clinic was 1.23%. A total of 14 calculi ob- 
tained from the 45 patients with gout were available for analysis. 
Nine of the 14 were composed of uric acid; two-thirds of these 
were not demonstrable roentgenographically prior to their pas- 
sage. Those remaining were not composed of uric acid. It must 
be borne in mind, however, that a stone may have a nucleus 
of uric acid that later becomes coated with some other substance, 
such as calcium oxalate or triple phosphates. Unless the nucleus 
is subjected to separate analysis, the outer coats may suggest 
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that no uric acid is present. The importance of establishing a 
correlation between gout and urinary calculi lies in the fact that 
adequate control of gout, with resultant reduction in excretion 
of abnormal amounts of uric acid crystals in the urine, will re- 
tard further calculous formation and help to eradicate stones or 
soft masses of crystals. In order to establish this relationship 
fasting serum uric acid determinations should be repeated fre- 
quently in patients with a history of stones; a consistent reading 
of above 5 mg. per 100 cc. is considered significant. In the con- 
trol of gout a low purine diet should be employed to lessen the 
excretion of urates in the urine. The authors present a case that 
illustrates both the relationship of gout to the formation of 
urinary calculi and the results that can be accomplished by the 
control and management of gout associated with uric acid crys- 
talluria. The renal change that occurs in gout is primarily one 
of tubular damage, which is conducive to increased uric acid 
excretion and thereby calculous formation. Elevation of the 
serum uric acid level in gout is not due primarily to renal dys- 
function except in the event of advanced nephrosclerosis, in 
which all nitrogenous products are retained. In the early stages 
of gout, even in the presence of renal damage, excretion of ab- 
normally large amounts of uric acid and urate crystals is not 
hindered. 


Kansas Medical Society Journal, Topeka 
§3:273-324 (June) 1952 


Clinical Applications of Radioactive Isotopes in Small Hospitals. F. B. 
Hoecker and H. L. Hiebert.—p. 273. 

Recurrent Hyperthyroidism with Thyroid Crisis and Ventricular Tachy- 
cardia Successfully Treated with Radioactive Iodine (I): Case Re- 
port. D. R. Bedford, F. E. Hoecker and H. L. Hiebert.—p. 276. 

*Use of Tracheotomy, Intermittent Positive Pressure and Sedation in 
Treatment of Children Ill with Poliomyelitis. J. Baumeister, M. J. 
Blood, A. Marsh and A. Roth.—p. 280. 

Exsanguination From Papilloma of Jejunum. C. C. Hunnicutt.—p. 285 


Treatment of Children with Poliomyelitis—The records of 32 
severely ill children with acute poliomyelitis admitted to the 
University of Kansas pediatric service between 1949 and 1951 
were analyzed. Of the 12 children admitted in 1949, 7 died; of 
the 5 admitted in 1950, 4 died, and of the 15 admitted in 1951, 
only 2 died. Tracheotomy was performed on five children in 
1949, on two in 1950, and on eight in 1951. Intermittent posi- 
tive pressure breathing through a tracheotomy tube and heavy 
sedation with moderately large amounts of tribromoethanol 
(avertin®) administered rectally were employed only in 1951 
in four and three patients, respectively. Although their obser- 
vations are based on a small number of patients, the authors 
feel that in individual cases lives seemed to have been saved by 
the timely use of tracheotomy, intermittent positive pressure 
breathing, heavy sedation, or all three used together. No harm- 
ful effects were observed from the use of any of these methods 
or combinations of them. A highly trained nursing service and 
close cooperation among pediatrician, otolaryngologist, and 
anesthetist are most important for obtaining the best results. 
Tracheotomy may have to be done on an emergency basis, but 
the best results should be obtained when time is not a factor 
and all the necessary precautions can be taken, such as having 
a bronchoscope in place with oxygen being administered through 
it before the tracheotomy is done. Intermittent positive pressure 
breathing is the method of choice in combatting pulmonary 
edema, a common complication in the child severely ill with 
poliomyelitis. Sedation has a definite role in the treatment of 
the severely ill child, but it should not be used unless all of the 
equipment and personnel for combatting respiratory depression 
are available. 


Military Surgeon, Washington, D. C. 
111:1-78 (July) 1952. Partial Index 


Aviation Toxicology, Current Trends. O. B. Schreuder.—p. 14. 

Hospital Administration in Primitive Areas. E. R. Whitehurst.—p. 24. 

Sanitary and Industrial Hygiene Engineering Aspects of Master Planning. 
A. F. Meyer Jr.—p. 29. 

Head and Neck Wounds. A. D. Alexander.—p. 34. 

It Might be Done. F. M. C. Usher.—p. 37. 

Control of Cleansing and Sterilizing Procedures in Hospital Wards. 
S. W. Wolfson and P. Kassander.—p. 38. 

Dietary Deficiency in Two Cases of Hemorrhagic Measles. L. Wirth. 
—p. 41. 
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Minnesota Medicine, St. Paul 
35:521-602 (June) 1952 


Lumbar Sympathectomy in Treatment of Peripheral Arteriosclerosis 
Obliterans. F. M. Owens Jr.—p. 521. 

*Human Leptospirosis Due to Leptospira Pomona: Report of First Case 
in Minnesota. W. W. Spink.—p. 525. 

Blood Group Factors Part I. Inheritance of Blood Group Antigens. 
G. A. Matson and R. W. Koucky.—p. 529. 

Nature of Pain. H. G. Wolff, J. D. Hardy and H. Godell.—p. 534. 

Osteitis Condensans Ilii: Relationship to Juvenile Epiphysitis. W. H. 
Ude.—p. 541. 

Correlation of Blood Sugar Values with Glycosuria in Diabetics. R. S. 
Fraser.—p. 544. 

*Bladder Regeneration: Case Report and Review of Literature. E. J. 
Richardson.—p. 547. 

Maternal and Infant Mortality in a Rural Hospital. D. L. Johnson, 
—p. 550. 


Human Leptospirosis Due to Leptospira Pomona.—Spink pre- 
viously had called attention to the difficulty of differentiating in- 
fectious mononucleosis from acute brucellosis, since both of 
these diseases may reveal atypical lymphocytes and in both there 
may be an elevated heterophil antibody titer. In this paper the 
author presents a case that closely simulated infectious mono- 
nucleosis and acute brucellosis. The case is of interest also be- 
cause it represents the first instance in Minnesota of recognized 
leptospirosis due to Leptospira pomona, or a closely related 
species. This form of leptospirosis has been observed in many 
European countries, where it is generally referred to as swine- 
herd’s disease because it was found chiefly in young adults from 
rural areas who had had contact with swine. The case here re- 
ported concerned a young man employed in the hog-killing sec- 
tion of a meat packing plant. He had an acute febrile illness that 
simulated acute brucellosis and infectious mononucleosis. Sero- 
logic studies demonstrated that the illness was due to Leptospira 
pomona or a closely related species. The reservoir of L. pomona 
is in cattle and swine, and the disease may be quite widespread 
in these animal species in the United States. The disease should 
be suspected in humans with an acute febrile disease associated 
with lymphocytic meningitis, especially in those having had con- 
tact with cattle or swine. The disease is of short duration, the 
prognosis is good, and aureomycin or terramycin are effective 
therapeutic agents. 


Bladder Regeneration.—Richardson cites reports from the lit- 
erature that indicate that the human bladder as well as the blad- 
der of dogs and rabbits has the power to regenerate and de- 
scribes a new case. A man, aged 66, who had undergone trans- 
urethral resection in 1935 and again in 1949 because of vesical 
neck obstruction complained in 1950 of bleeding at the onset of 
urination. In August, 1950, a cystoureteroscopic examination was 
carried out, but nothing was found to account for the patient's 
complaint of initial hematuria. As the instrument entered the 
bladder, a small rent was produced in the mucosa of the pos- 
terior bladder wall. The instrument was removed, and a Foley 
bag catheter was inserted. The further course indicated peri- 
vesical extravasation of irrigating fluid (distilled water). Repeated 
cystourethroscopic examinations in the next three weeks and 
surgical exploration of the bladder disclosed almost complete 
bladder slough. The vesical neck, the trigone and a small strip 
of mucosa anteriorly were the only parts of the bladder that were 
intact. A Robinson catheter (no. 22 French) was introduced 
through the urethra and was drawn down into the vesical neck, 
in which position it was affixed to the glans penis with a suture 
of braided silk. The silk cord attached to its upper end was 
brought out through the wound. A Robinson catheter (no. 24 
French) was put in place with its end close to the vesical neck, 
brought out as a suprapubic tube, and fixed to the skin with a 
suture of braided silk. Drains were placed in the prevesical space. 
Examination three weeks later revealed the suprapubic incision 
completely healed. There was normal urinary control, with a 
bladder capacity of approximately 150 cc. By the ninth post- 
operative week, the pyuria had cleared and the bladder capacity 
was 200 cc. The last examination was on July 26, 1951, almost 
one year after operation. The patient had no complaints. Urina- 
tion was normal and the bladder capacity was 350 cc. This phe- 
nomenon of bladder regeneration is not widely known, but it 
offers many interesting possibilities for bladder surgery. 


J.A.M.A., Oct. 18, 1952 


Missouri State Medical Assn. Journal, St. Louis 


49:453-532 (June) 1952 


Indications for Nephropexy. C. E. Burford, J. E. Gienn and E. H 
Burford.—p. 469. 

Treatment of Acne Vulgaris: Experimental Use of Cortisone in Acne and 
in Rosacea. R. L. Sutton Jr.—p. 471. 

Lumbar Sympathectomy for Arteriosclerosis Obliterans—Results in 150 
Cases. C. Costello.—p. 474. 

Geriatrics: Pharmacology in the Aged. L. Sale Jr.—p. 476. 

Relief of Various Types of Pain with Double Calcium Salt Derivative: 
Preliminary Report. E. L. Pollock.—p. 480. 

Massive Gastrointestinal Hemorrhage: Report of 52 Cases at St. Louis 
County Hospital, 1946 to 1951. M. Feldaker.—p. 483. 

Adjunctive Therapy in Migraine: Preliminary Report. H. D. von Witzie- 
ben.—p. 486. 

Differential Diagnosis of Intestinal and Gynecologic Lesions. E. H, 
Countiss.—p. 489. 

Detection by Microfilm of Lung Cancer in Mass Surveys for Tuberculosis, 
P. Murphy.—p. 499. 


Nebraska State Medical Journal, Lincoln 
37:173-204 (June) 1952 


Value of Irradiation Therapy in Management of Abnormal Uterine 
Bleeding. J. M. Neely.—p. 175. 

Pneumoperitoneum Treatment of Pulmonary Tuberculosis and Pulmonary 
Emphysema. M. Fleishman.—p. 178. 

Clinical Electroencephalography in Nen-Convulsive Disorders of Brain, 
R. J. Ellingson.—p. 180. 

Carcinoma of Bladder. H. Kammandel.—p. 186. 

*Estimation of Blood Pressure by Arterial Palpation. F. Cole.—p. 190, 

Multilocular Empyema (Case Report). W. P. Kleitsch.—p. 191. 


Estimation of Blood Pressure by Arterial Palpation.—lIt is com- 
mon practice to form an opinion of a patient’s arterial blood 
pressure by feeling his pulse, usually at the wrist. Cole feels 
that this method is not satisfactory, since he has seen the pres- 
sure rise when the pulse became weaker during anesthesia and 
on several occasions he has felt an excellent pulse in a patient 
with an almost immeasurably small blood pressure. He shows 
further that there are theoretical objections to this technique. 
He records the estimates of blood pressures and of pulse in- 
tensities of patients made by several medical observers after 
feeling the pulse, and then lists the actual systolic pressure and 
the actual pulse pressure as ascertained with a sphygmomano- 
meter. Errors ranged from an overestimate of 45 mm. Hg to 
an underestimate of 40 mm. Hg. The average error was 24.2 
mm. Hg. Correlation between estimation of the quality of the 
pulse and the actual pulse pressure was only fair. All of the low 
pressures were over-rated by an average of 27 points. Since all 
low blood pressures are over-rated by arterial palpation, it seems 
that it is never safe to say that a patient is all right after merely 
feeling his pulse. Feeling the pulse yields little or no evidence 
relating to the systolic pressure or pulse pressure, save to show 
that the patient is alive. 


New England Journal of Medicine, Boston 
246:919-950 (June 12) 1952 


Pulmonary Function in Convalescent Poliomyelitic Patients: I, Pulmonary 
Subdivisions and Maximum Breathing Capacity. B. G. Ferris SJr., 
J. L. Whittenberger and J. E. Affeldt.—p. 919. 

Irradiation of Nasopharynx in Children with Infectious Asthma. H. L. 
Mueller and C. G. Flake.—p. 924. 

Significance of Pleural Effusion in Patients Past the Age of 50. S. H. 
Sahn, M. Leichtling and H. E. Bass.—p. 927. 

Postvaccinal Encephalitis with Pre-Existing Focal Cerebral Seizures: 
Report of Case. D. S. Bickers.—p. 929. 

Neuropsychiatric Complications of Viral Hepatitis. S. Leibowitz and 
W. F. Gorman.—p. 932. 

Tucker’s Wife’s Leg. R. W. Buck.—p. 937. 


New Jersey Medical Society Journal, Trenton 


49:243-284 (June) 1952 


Miliary and Meningeal Tuberculosis: Therapy and Results. S$. Cohen. 
—p. 246. 

Society for Relief of Widows and Orphans of Medical Men of New 
Jersey. H. A. Tarbeil.—p. 256. 

Clinical Ballistocardiography in Office Practice. F. J. Brown.—p. 251. 

Unusual Fracture—Dislocation of Ankle. F. I. Schwartzberg.—p. 256. 

Education: Medical and Otherwise. G. H. Lathrope.—p. 259. 

Topical Antihistamine Therapy in Ano-Genital Pruritus. R. S. Finkler. 
—p. 264. 

Heart Disease as Complicating Factor in Surgical Problems. F. C. 
Massey.—p. 266. 
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New Orleans Medical and Surgical Journal 


104:473-516 (June) 1952 


Neck, Shoulder, and Arm Syndrome. E. L. Compere.—p. 473. 

Primary Thrombocytopenic Purpura. J. R. Schenken.—p. 477. 

Thyrotropic Exophthalmos. H. G. Scheie and T. R. Hedges.—p. 481. 

Carcinoma of Stomach. A. Ochsner and J. Blalock.—p. 485. 

Coincidence of Tuberculosis and Diabetes Meliitus. C. D. Speck Jr., 
R. L. Dross and H. Mendell.—p. 493. 

Maternal Mortality at Southern Baptist Hospital; 25 Year Survey. S. V. 
Ward, T. B. Sellers and T. S. Lloyd.—p. 497. 

Present Status of Medical Treatment of Epilepsy. D. A. Freedman and 
H. W. Gillen.—p. 502, 


North Carolina Medical Journal, Winston-Salem 


13:269-316 (June) 1952 


Psychosomatic Aspects of Hypertension. P. F. Whitaker.—p. 269. 

Barbiturate Addiction. J. R. Saunders.—p. 273. 

Blue Cross-Blue Shield and the Doctor. E. C. Baumgarten.—p. 278. 

Treatment of Postoperative Venous Thrombosis. W. G. Anlyan, W. W. 
Shingleton and F. H. Campbell.—p. 283. 

Study of 23 Cases of Circumscribed Solitary Lung Lesions. I. Bell and 
w. C. Seaiy.—p. 289. 

Aneurysm of Popliteal Artery: Case Report. W. R. Deaton Jr., H. H. 
Bradshaw and A. P. Glod.—p. 291. 

Management of Marital Sterility in General Practice. R. L. Wall Jr. 
—p. 294. 

Medicolegal Pitfalls. E. C, Fisher.—p. 300. 


Oklahoma State Medical Assn. J., Oklahoma City 
45:203-238 (June) 1952 


Eisenmenger Complex with Patent Ductus Arteriosus: Case Report. B. T. 
Galbraith and C. K. Holland.—p. 206. 

Cholesterol and Atherosclerosis. E. R. Musick.—p. 209. 

*Treatment of Snake Bite. A. I. Ortenburger.—p. 211. 

Transurethral Prostatectomy: Reporting 252 Consecutive Cases Without 
Death. H. S. Browne.—p. 216. 


Treatment of Snake Bite.—Of the 60 species and subspecies of 
snakes found in Oklahoma, only 5 are dangerously ‘poisonous 
and 6 others are less to be feared. All the poisonous snakes are 
pit vipers, so-called because of a noticeable pit located on either 
side of the head between the external nasal opening and the eye. 
None of the harmless snakes have this pit. The venom produced 
by these pit vipers is largely hemolytic and endotheliolytic in 
action. Whenever possible a tourniquet should be applied im- 
mediately a couple of inches above the site of the bite, that is, 
between it and the heart. Cross or “T”-shaped incisions should 
be made through the site of the bite. They should be made as 
deep as the fangs have penetrated, perhaps 6 mm. to 9 mm. if 
the snake was of medium size, such as a copperhead. They should 
be correspondingly deeper in the case of a bite from a large snake 
like a large timber or diamond-back rattlesnake. Negative pres- 
sure or suction should be applied to the wounds. Speed is of ut- 
most importance in applying the tourniquet, making the inci- 
sions, and beginning suction. The more venom can be removed 
before it enters the general circulation the more favorable will 
be the prognosis. If no suction device is available, mouth suction 
must be used, and this is safe if the person sucking the wound 
has no break in the oral mucosa. If swallowed, the venom is 
digested without any harm. One good method is to apply suction 
for 5 to 10 minutes, then loosen the tourniquet for a few seconds, 
then tighten the tourniquet, and repeat this procedure. In seri- 
ous cases of snake-bite poisoning, suction should be continued 
intermittently for 10, 15, or 20 hours. Swelling will probably 
progress proximally; the tourniquet should be moved along and 
kept in a position just proximal to the swollen portion. As swell- 
ing progresses it is advisable to make numerous shallow incisions 
through the skin of the swollen area distal to the tourniquet. One 
of the properties of pit-viper venom is that it not only destroys 
large quantities of red blood corpuscles, but at the same time 
breaks down the endothelium of the smaller blood vessels. The 
resulting extravasation produces discoloration. Whiskey or other 
alcoholic drinks are contraindicated. The use of sedatives is ad- 
vised in cases in which they are necessary to keep the patient calm 
and quiet. The use of antivenin is advised when its probable ad- 
Vantages outweigh the objections. Antivenin apparently is help- 
ful in severe cases, provided the amount injected is adequate, that 
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is, from 50 to 75 cc. The injections should be made intramuscu- 
larly directly into the bite area and also proximal to this area. 
The use of the large quantities of antivenin involves the danger 
of anaphylactic shock. Transfusion of whole blood is advised in 
serious cases. 


Physiological Reviews, Baltimore 


32:123-276 (April) 1952 


Water Exchanges and Barriers as Studied by Use of Hydrogen Isotopes. 
E. A. Pinson.—p. 123. 

Water Metabolism of Desert Mammals. K. Schmidt-Nielsen and 
B. Schmidt-Nielsen.—p. 135. 

Chemistry of Phosphatides and Cerebrosides. W. D. Celmer and H. B. 
Carter.—p. 167. 

Folic Acid Antagonists. H. G. Petering.—p. 197. 

Physiological and Pharmacological Characteristics of Liquid Aerosols. 
L. Dautrebande.—p. 214. 


Plastic & Reconstructive Surgery, Baltimore 
9:391-510 (May) 1952 


Some Important Details in Treatment of Prognathism by Double Con- 
dylectomy. M. Gonzalez-Ulloa.—p. 391. 

New Surgical Procedure in Bilateral Reconstruction of Condyles, Utilizing 
Iliac Bone Grafts and Creation of New Joints by Means of Non- 
Electrolytic Metal: Preliminary Report. A. E. Smith and M. Robinson. 
—p. 393. 

Variations of Temporal Flap. H. Conway, R. B. Stark and J. D. 
Kavanaugh.—p. 410. 

Surgical Treatment of Cancer of Lip. H. May.—p. 424. 

Experience with Case of Simultaneous Autograft and Homograft of Skin 
in Third Degree Burns on ACTH. J. W. McNichol.—p. 437. 

*Observations on Effect of Cortisone on Wound Healing and Scar Forma- 
tion. E, Hoyt De Kleine.—p. 473. 

Evaluation of Pituitary Adrenocorticotropic Hormone (ACTH) in Treat- 
ment of Severe Burns: Relationship to Skin Grafting. H. M. Trusler, 
S. Glanz and T. B. Bauer.—p. 478. 

Method of Management of Excised Surgical Specimen. J. C. Gaisford. 
—p. 491, 


Effect of Cortisone on Wound Healing and Scar Formation.— 
Adrenal cortical hormones have been known to retard primary 
healing of clean sutured wounds and secondary healing of open 
granulating wounds. Histological studies indicate that delayed 
repair of collagenous fibrous tissue elements is predominantly 
responsible. This fact has suggested possible clinical applica- 
tions for therapy or prevention of keloids, hypertrophic scars, 
contractures, and other anomalies of fibrous tissue regeneration. 
Since with parenteral administration at a distant site the con- 
centration of cortisone in cytoplasm or intracellular fluids would 
be extremely small, it seemed preferable to raise local corti- 
sone concentration around the fibroblasts by injecting the ma- 
terial directly into surrounding tissue spaces. It was ascertained 
that a solution containing 0.25 mg. of cortisone per cubic centi- 
meter of diluent was tolerated without detrimental effects on 
wound healing. This concentration produced a concentration of 
cortisone in the tissues that is approximately 150 times as great 
as would be attained by 100 mg. of cortisone dispersed evenly 
through the tissues and fluids of an average adult. Local cor- 
tisone injections were tried by De Kleine in two patients with 
keloid. A meticulous scar excision was first performed, using 
very fine (00000) buried and subcuticular sutures to effect 
the closure. Frequent injections of highly diluted cortisone (0.25 
mg. per cubic centimeter) were made during the “wound-heal- 
ing” phase. After wound healing was complete, less frequent 
injections of undiluted commercial suspension (25 mg. per cubic 
centimeter) were employed for prolonged periods. No radiation 
or other concurrent therapy was used, although one patient in 
whom treatment failed had received radiation in conjunction 
with a previous excision. Although no definite conclusions can 
be drawn from these limited observations, cortisone seems to 
have a mild and extremely variable inhibitory effect on fibrous 
tissue regeneration, as seen in wounds. Such inhibition of the 
fibroblast may persist long after the drug’s excretion. Moderate 
degrees of scar hypertrophy might be controlled by this method. 
It is suggested that the additive effect of two mild fibroblast 
inhibitors used simultaneously (cortisone combined with irradi- 
ation) might be more effective than either one alone. 


il 
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Psychosomatic Medicine, New York 


14:149-242 (May-June) 1952 


Neurocirculatory Asthenia (Special Article). E. Weiss.—p. 150. 

Separation Reaction in Psychosomatic Disease and Neurosis. H. H. 
Brewster.—p. 154. 

Psychosomatic Aspects of Encephalomyelopathy with Muscle Atrophy. 
H. W. Bird, H. A. Teitelbaum and M. B. Dunn.—p. 161. 

Effect of Alcohol on Sexual Refiexes of Normal and Neurotic Male Dogs. 
W. H. Gantt.—p. 174. 

Relationship Between Acute and Chronic Fear and Gastric Acidity and 
Blood Sugar Levels in Macaca Mullatta Monkeys. G. F. Mahl.—p. 182. 

Psychosomatic Medicine in the Nineteenth Century. E. Stainbrook. 
—p. 211. 


Quarterly J. Studies Alcohol, New Haven, Conn. 


13:189-360 (June) 1952. ‘Partial Index 


Blood Alcohol Curve in Zonal Necrosis of Liver. T. B. Sirnes.—p. 189. 

Investigations of Allergic Factor in Alcohol Addiction. M. W. Robinson 
and W. L. Voegtlin.—p. 196. 

Hypoadrenalism and Alcoholic: Preliminary Report. N. M. Mann. 
—p. 201. 

Prevalence of Alcoholism in Population and Among Suicides and Acci- 
dents From Poisoning, Massachusetts 1938-1948. J. Ipsen, M. Moore 
and L. Alexander.—p. 204. 

Two-Year Survey of Alcoholic Patients in California State Hospital. 
W. E. McCullough.—p. 240. 


Radiology, Syracuse, N. Y. 


58:797-956 (June) 1952 


Distribution of Bronchi in Gross Anomalies of Right Upper Lobe, 
Particularly Lobes Subdivided by Azygos Vein and Those Containing 
Pre-Eparterial Bronchi. E. A. Boyden.—p. 797. 

*Tuberculosis of Stomach. W. Gaines, H. L. Steinbach and E. Lowen- 
haupt.—p. 808. 

Dental Roentgenologic Manifestations of Systemic Disease; III. Granu- 
lomatous Disease, Paget’s Disease, Acrosclerosis and Others. E. C. 
Stafne.—p. 820. 

Renal Tumors: Round Table Discussion. V. J. O’Conor, A. H. Cannon, 
T. C. Laipply and others.—p. 830. 

Determination of Individual Enlargement of Ventricles; Method Based 
on Angiocardiography in Left Anterior Oblique Position. J. Ceballos 
and J. Isaza.—p. 844. 

Organization of Computor System of X-Ray Case Planning at Lincoln- 
shire Radiotherapy Centre. D. D. Lindsay.—p. 850. 

Modification of Acute Irradiation Injury in Mice and Guinea-Pigs by 
Bone Marrow Injections. E. Lorenz, C. Congdon and D. Uphoff. 
—p. 863. 

Radiopaque Renal Calculus Identified as Cystine by X-Ray Diffraction. 
J. Parsons.—p. 878. 


Tuberculosis of Stomach.—Prior to 1931 gastric tuberculosis 
tended to be associated with pulmonary tuberculosis. Recently, 
however, more cases are being reported without changes in the 
chest roentgenogram. Gaines and associates present three new 
cases of tuberculosis of the stomach and one case of benign 
gastric ulcer that had become secondarily infected by tubercle 
bacilli. There is no distinctive clinical picture of gastric tuber- 
culosis, nor can a definite diagnosis be made by roentgenologic 
examination alone, but Gaines and associates suggest that one 
should be suspicious of gastric tuberculosis in a young patient 
who has a demonstrable lesion in the stomach that has not re- 
sponded to conservative management, and who has in addition 
one or a combination of the following findings: (a) tuberculous 
infection elsewhere in the body, (b) a strongly positive tuberculin 
reaction in the absence of demonstrable tuberculosis in other 
organs, (c) a palpable abdominal mass, (d) roentgenologic evi- 
dence of a fistula or sinus, and (e) involvement of the stomach 
and duodenum simultaneously, with contiguity of the lesions. 
The presence of acid-fast organisms in the gastric contents might 
be of aid in establishing the etiological diagnosis, providing 
there is no pulmonary tuberculosis. Since hitherto the treatment 
for tuberculosis of the stomach has been mostly surgical, pre- 
operative diagnosis has not been imperative. With the discovery 
of antibiotics, however, which are used in treatment of tuber- 
culous infections of other viscera, a means of establishing the 
diagnosis without resorting to surgical procedures appears de- 
sirable. In a patient who is suspected of having gastric tuber- 
culosis and who has not responded to the routine treatment for 
peptic ulcer, a therapeutic test should be made with strepto- 
mycin for a period of at least three weeks. If due to tuberculosis, 
the gastric ulcer would become smaller and the hyperplastic in- 
filtrative process would regress. 


J.A.M.A.,, Oct. 18, 1952 


Rhode Island Medical Journal, Providence 


35:233-288 (May) 1952 


The Surgeon as Technician and Physician. R. Elman.—p. 249, 

Early Cancer of Skin. M. Winkler.—p. 255. 

Extragenital Chorionepithelioma in a Female Arising from Mediastina| 
Teratoma. H. Fanger and R. Mac Andrew.—p. 259. 


South Carolina Medical Assn. Journal, Florence 


48:151-174 (June) 1952 


Medicine’s Tragic Failure. J. D. Guess.—p. 152. 

Bilateral Polycystic Ovaries. A. J. Katzberg.—p. 154. 

Problem of Nutrition in Conduct of Public Welfare Work. F. A. Dean. 
—p. 155. 

Your Rheumatic Fever Program in Action. M. W. Beach.—p. 157. 


South Dakota J. Med. & Pharmacy, Sioux Falls 
§:133-158 (May) 1952 


Backache—Its Diagnosis and Treatment from Standpoint of Genera} 
Practitioner. C. Scuderi.—p. 133. 
X-Ray Analysis of Pelvis. B. S. Kalayjian.—p. 143. 


$:159-180 (June) 1952 


Intestinal Obstruction. P. Thorek.—p. 159. 

American Medical Association—Public Service Organization. E J, 
McCormick.—p. 163. 

Diphtheria—Case Report. J. M. Hermanson.—p. 167. 


Southwestern Medicine, El Paso, Texas 


33:157-192 (May) 1952 
Pediatric Surgery. J. L. Green.—p. 175. 


33:193-232 (June) 1952 


Aphorisms—Miscellaneous Truths and Concepts. A. M. Babey.—p. 210. 
Newer Treatments in Neurology. L. Madow.—p. 217. 


Surgery, St. Louis 
31:807-970 (June) 1952 


Arterial Homografts: IV. Preservation of Tissue Culture Viability of 
Canine Aortic Segments After Freezing at Low Temperatures. H. Swan, 
J. J. Feehan, L. Florio and R. T. Johnson.—p. 807. 

Healing of Wounds in Presence of Anemia. D. F. Waterman, F. R. 
Birkhill, C. L. Pirani and S. M. Levenson.—p. 821. 

*Hypotensive Anesthesia in Radical Pelvic and Abdominal Surgery. C. P. 
Boyan and A. Brunschwig.—p. 829. 

Delayed Onset of Symptoms Due to Extradural Hematomas. A. B. King 
and J. W. Chambers.—p. 839. 

Surgical Procedure for Lessening Hazard of Carotid Bulb Excision. 
J. J. Conley and G. T. Pack.—p. 845. 

Study of Mechanisms Involved in Protection Against Uicer Formation 
-Afforded by Vagotomy in Shay-Preparation Rat. J. W. Alexander and 
K. A. Merendino.—p. 859. 

Transfusion of Hemolyzed Blood. W. G. Schenk Jr., C. E. Wiles Jr. 
and J. Lindenberg.—p. 870. 

Anatomic Changes Produced by Novocain and Phenol Infiltration in 
Sympathetic Ganglia. N. Rabinovici.—p. 877. 

Critique on Repair of Hypospadias. D. R. Smith and H. M. Blackfield. 
—p. 885. 

Removal of Liver of Dog: Experimental Surgical Technique. J. H. 
Grindlay and F. C. Mann.—p. 900. 

Gastric Lipoma, D. H. Badner and M. Caplan.—p. 909. 


Induced Hypotension in Radical Surgery.—In 1950 Enderby 
described a method of “controlled circulation,” in which he used 
pentamethonium bromide as a hypotensive drug and carried 
out appropriate posturing of the patient to pool the blood away 
from the operative field. Other British anesthesiologists have 
employed these agents to induce hypotension and reduce bieed- 
ing in a variety of operations. [It occurred to Brunschwig that. 
in the complicated and extensive operations for advanced pelvic 
and abdominal cancer, controlled hypotension under anesthesia 
might well be worth a trial to reduce bleeding from the extensive 
raw surfaces, facilitate the operative procedures, and reduce sub- 
stantially the quantity of blood to be transfused. This report 
is concerned with the experience gained in a series of 32 pa- 
tients, most of whom were subjected to very radical operations 
for abdominal and gynecological cancers. A type of induced 
hypotension produced by injection of hexamethonium bromide, 
a ganglionic blocking agent, and postural ischemia combined 
with anesthesia induced by pentothal sodium, d-tubocurarine, 
ether, and oxygen is described. The impression was gained that 
with this type of induced hypotension and anesthesia the exten- 
sive operations were facilitated and the blood loss was reduced. 
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Acta Medica Scandinavica, Stockholm 


143:83-160 (No. 2) 1952. Partial Index 


*ACTH and Bronchial Asthma: Adrenal Cortical Function and Thera- 
peutic Effect. S. Johnsson and B. Skanse.—p. 83. 

Attempts at Isolation of Virus Strains from Cases of Sarcoidosis and 
Malignant Lymphoma. H. Lundbiick and S. Léfgren.—p. 98. 

Gas Equilibria in Cerebrospinal Fluid Spaces. P. O. Andrell.—p. 110. 

Complications in Penicillin-Treated Acute Throat Infections Caused by 
fp-Haemolytic Streptococci and Among Carriers of Haemolytic Strepto- 
cocci. E, Bengtsson and G. Birke.—p. 120. 

Effects of Tetraethylammonium Bromide on Electrocardiogram. N. A. 
Wynne and P. Szekely.—p. 129. 


Thrombotic Thrombocytopenic Purpura. F. Rackow, L. Steingold and 
J. H. F. Wood.—p. 137. 


Artificial Kidney XVII: Modified Dialyser. N. Alwall and A. Lunderquist 
—p. 150. 


Corticotropin and Bronchial Asthma.— Most patients with severe 
asthma respond favorably to administration of corticotropin, 
but little information is available about the adrenocortical func- 
tion of asthmatic patients following corticotropin therapy. This 
paper presents studies on the adrenocortical function of 10 
patients with bronchial asthma to whom corticotropin was ad- 
ministered in daily doses of from 20 to 40 mg. for at least three 
days. All patients had had bronchial asthma for at least two 
years. At the time of study seven patients were severely ill 
(status asthmaticus), while the remaining three had mild asthma. 
The adrenal cortical function was evaluated on the basis of the 
changes produced by corticotropin in circulating eosinophils and 
in the excretion of 11-oxysteroids, 17-ketosteroids, and potas- 
sium. The number of circulating eosinophils decreased more 
than 50% in only four of the 10 patients after a single dose of 
20 mg. of corticotropin. The urinary excretion of 11-oxysteroids 
increased significantly in six of eight cases, while the excretion 
of 17-ketosteroids increased in only five of eight patients ,ex- 
amined. Potassium excretion increased in nine patients studied. 
The results suggest that a deceased adrenocortical reserve is 
commonly found in patients with bronchial asthma. The dis- 
turbance seems to affect primarily the 17-ketosteroids and the 
response of the circulating eosinophils to corticotropin. It is 
remarkable that a significant response in the excretion of 11- 
oxysteroids is not always accompanied by a normal fall of the 
eosinophils. The therapeutic effect was evaluated in the seven 
patients who had severe asthma at the time of study. The re- 
sponse was judged as excellent in three patients, moderate in 
three patients, and absent in one patient, who, however, re- 
sponded favorably to cortisone. There was no apparent correla- 
tion between the fall in eosinophils and the therapeutic response. 
Thus, the eosinophil response cannot be used in the selection 
of asthmatic patients for corticotropin therapy. 


Archivos del Hospital Universitario, Havana 
4:1-170 (Jan.-Feb.) 1952. Partial Index 


*New Form of Niemann-Pick Disease: Cure with Single Massive Dose of 
Vitamin A. A. Castellanos, J. Beato Niiez and R. Montero de la 
Pedraja.—p. 1. 

Cotton Thread as Suture Material. S. Dominguez Quesada, A. Méndez 
Pinilla and E. Camayd Zogbe.—p. 33. 

Corticotropin (ACTH) in Remission of Attacks of Bronchial Asthma. 
C. Baena Cagnani.—p. 43. 

Symptoms and Diagnosis of Scoliosis. R. Martinez Alvarado.—p. 47. 


New Form of Niemann-Pick Disease.—Osseous lipoidosis was 
found in two children, aged 4 and 5 respectively, with areas of 
osteolysis in the skull. Biopsy showed that foam cells were pres- 
ent in each case, and morphological and microchemical studies 
led to the conclusion that the material overloading the cyto- 
plasm of the cells was a lipoid containing cholesterol. The chemi- 
cal reactions resembled those described in Niemann-Pick dis- 
ease (although the symptomatology was entirely different), and 
abnormalities were noted in the metabolism of vitamin A and the 
carotenoids. A single massive dose of vitamin A (2,400,000 inter- 
national units in one case and 2,000,000 in the other) resulted 
in rapid improvement in the osteolytic areas; radiological evi- 
dence of cure was not obtained until later. One patient was also 
given vitamin A in doses of 180,000 units daily until a total 
of 12,200,000 units had been given. Both patients were cured. 
The therapeutic effect of vitamin A in these cases may be due to 
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inhibition of the esterases that synthesize sphingomyelin or to 
an increase in the esterases that catabolize and oxidize the lipoids. 
The authors do not believe that the disease results from vita- 
min A deficiency, although such a deficiency or a change in the 
metabolism of the carotenoids may favor its development. They 
consider it to be a new form of osseous lipoidosis and have 
given it the name of osseous Niemann-Pick disease. 


British Journal of Ophthalmology, London 


36:281-336 (June) 1952. Partial Index 


*Retrolental Fibroplasia: Early Development and Effect of ACTH in 
Treatment. C. A. Brown and B. Corner.—p. 281. 

Mechanism of Retrolental Fibroplasia. K. Rubinstein.—p. 303. 

Comparative Value of Radium and Deep X Rays in Treatment of Retino- 
blastoma. H. B. Stallard.—p,. 313. 


Corticotropin in Treatment of Retrolental Fibroplasia.—After 
citing figures on the incidence of retrolental fibroplasia Brown 
and Corner point out that the etiology of the disease still re- 
mains obscure. They discuss four suggestions that have been 
made with regard to the etiology: (1) persistence and hyper- 
plasia of the hyaloid system; (2) vitamin E deficiency; (3) oxygen 

toxicity; and (4) deficiency of adrenocortical hormones. The clini- 

cal course of the acute and chronic form of retrolental fibro- 
plasia is outlined, and fundus changes in four cases of early 

retrolental fibroplasia are described. A general clinical descrip- 

tion is given of the pregnancy, birth, and postnatal development 

of these babies, with details of general management. Review- 

ing the results obtained with corticotropin treatment in eight 

cases of retrolental fibroplasia, the author says that four estab- 

lished cases were unaltered. The retrolental fibroplasia was 

arrested in three of four early cases, in which the eye grounds 

are now normal. In the fourth case, the retrolental fibroplasia 

progressed despite administration of corticotropin. The authors 

feel that corticotropin can be safely given to prematurely born 

infants. If it is given early and in sufficient dosage, it may check 

the progress of the disease. The cause of the disease remains _ 
obscure. There may be a deficiency of adrenocortical hormone 

in these infants as a result of their premature birth, but other 

factors, toxic or otherwise, may also be involved. Routine 

ophthalmoscopy of all premature infants that weigh less than 

4 lb. 6 oz. (1,982 gm.) at birth, from the 10th day of life till 

the 2nd month at intervals of a week or less, is advised as the 

only method of early diagnosis. 


Canadian Medical Association Journal, Montreal 


66:529-614 (June) 1952 


Transmyocardial Palpatory Surgery of Heart. C. P. Bailey, R. P. Glover 
and T. J. E. O’Neill.—p. 529. 

Nature and Treatment of Auricular Arrhythmias. M. Prinzmetal.—p. 535. 

Clinical Use of Newer Drugs Which Act On Autonomic Nervous System. 
K. A. Evelyn.—p. 540. 

Cerebral Thrombosis Following Mercurial Diuresis. B. H. Lyons.—p. 545. 

*Problem of Penicillin Resistant Staphylococcal Infection. R. Wilson and 
W. H. Cockcroft.—p. 548. 

Effect of ACTH, Cortisone, and Desoxycorticosterone on Burn Shock. 
$8. Reichman, S. S. You and E. A. Sellers.—p. 551. 

Pneumoperitoneum in Treatment of Pulmonary Tuberculosis. J. C. C. 
Yeh.—p. 553. 

Carcinoma-In-Situ of Cervix Uteri. H. D. Howell.—p. 557. 

Cretinism. M. Mullinger, J. Munn and A. L. Chute.—p. 560. 

Survey of Hereditary Glaucoma. L. A. Probert.—p. 563. 

Further Observations on Intravenous Use of ACTH. H. W. McIntosh 
and J. I. Phinney.—p. 569. 

Case of Pluriglandular Dystrophy. E. S. Mills and W. H. Mathews. 
—p. 571. 

Effect of Plasma Infusions in Acute Leukaemia in Children. J. M. N. 
Darte, C. E. Snelling and W. L. Donohue.—p. 576. 

Primary Carcinoma of Fallopian Tube. E. H. McFadyen.—p. 578. 

*Bilateral Adrenalectomy for Carcinoma of Prostate. F. M. Smith, C. H. 
Smith and J. H. Young.—p. 580. 


Penicillin-Resistant Staphylococcic Infection.—In the Vancou- 
ver General Hospital nasal carrier rates among hospital per- 
sonnel were studied in 1949 when there was an increase in skin 
infections in newborn infants, and again in 1950 when wound 
infections in surgical wards were prevalent. The results of these 
tests indicated that there was a high incidence of penicillin- 
resistant staphylococci in the nasal cultures from the maternity 
nursing staff and the operating room personnel. Later tests 
showed that this incidence was higher in hospital workers than 
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in the general population. Physicians in hospital practice have 
experienced therapeutic failures that could be attributed to peni- 
cillin-resistant infection. This tendency towards resistance and 
the high carrier rate in hospital workers may provide an ex- 
planation for recent hospital outbreaks of staphylococcic infec- 
tion. Recommendations that have been widely accepted as being 
helpful in preventing development of resistance to antibiotics 
include the following: (1) early use of massive dosage, (2) use 
of in vitro sensitivity tests for selection of the appropriate anti- 
biotic, (3) use of known synergistic combinations for certain 
infections, (4) avoidance of use of multiple antibiotics without 
laboratory control, and (5) avoidance of indiscriminate antibiotic 
prophylaxis or frequent use of antibiotics for trivial infections. 
More knowledge on which to base the choice of antibiotic com- 
binations may be available in the future. Experimental work 
suggests that the antibiotics may be divided into: (a) those whose 
chief action is bactericidal, e. g., penicillin, streptomycin, and 
possibly bacitracin, and (b) those that are mainly bacteriostatic, 
e. g., chloramphenicol (chloromycetin®), aureomycin, and terra- 
mycin. Experiments suggest also that a combination from within 
the bactericidal group is synergistic whereas a combination from 
both groups is antagonistic. If these findings prove valid on clini- 
cal application, they may provide a rational basis for choice of 
antibiotic combinations and may prevent antibiotic resistance. 


Adrenalectomy for Carcinoma of Prostate.—A 60-year-old man 
who had carcinoma of the prostate was treated by orchidectomy 
and estrogen administration. After initial improvement his con- 
dition gradually deteriorated. Bilateral adrenalectomy was then 
performed, which again eliminated secretion of most, if not all, 
androgen, with remission of the prostatic cancer. Clinically, the 
transition from an emaciated bed-ridden invalid in pain requir- 
ing 2 grains (0.12 gm.) of morphine daily to a man who looks 
and feels well was most striking. Also, the fact that without 
adrenals the patient was able to survive a coronary occlusion 
argues that a synthetically supplied mechanism for adjustment 
-to stress is more effective than would be expected. Adrenal- 
ectomy was not performed until the patient was in the terminal 
phases of the disease, when life expectancy had been estimated 
at from six to eight weeks. For about five months after the 
adrenalectomy he was relatively pain-free and active. Then he 
began to notice backache and pain radiating down his right 
lumbar incision, relieved by rest. A month later his general con- 
dition seemed good; however, roentgenograms of the thoracic 
spine showed a collapse of the 11th and 12th vertebral bodies, 
which was definitely not present three months after the opera- 
tion. His condition is still better than it was before operation, 
and he has had five months of relative comfort. 


Deutsche medizinische Wochenschrift, Stuttgart 


77:669-700 (May 23) 1952. Partial Index 


Practical Significance of Traumatic Peripheral Nerve Lesions. G. Bodech- 
tel.—p. 669. 
Circulation in Chronic Brain Lesions. H. W. Wedler and K. D. Bock. 


—p. 671 
*Prognosis of Pregnancy in Prediabetic and Diabetic Women. H. Kade 
and H. Dietel.—p. 673. 
*Severe Allergic Reactions to p-Aminosalicylic Acid. W. Kniest.—p. 676. 
Stellate Ganglion Block in Bronchial Asthma. H. Martini.—p. 683. 


Prognosis of Pregnancy in Prediabetic and Diabetic Women.— 
Kade and Dietel studied 73 diabetic women who had 110 preg- 
nancies following the onset of diabetes, 400 diabetic women 
who had been pregnant before diabetes became evident, and 111 
diabetic women who had never been pregnant. They found that 
the course of pregnancy and the fate of the child was influenced 
not only by manifest diabetes but also during the prediabetic 
phase. In over half of the diabetic women, the metabolic con- 
dition became impaired during the course of the pregnancy. The 
maternal mortality could be considerably reduced by careful 
attention to diet and insulin therapy. Hormone therapy with 
estrogens or progesterones promises even further improvement, 
particularly with regard to pregnancy toxicoses, which have a 
particularly adverse effect on diabetes. The authors hope that the 
high infant mortality connected with maternal diabetes will also 
be improved by hormonal therapy. Pregnancy complications and 
mortality of infants is high also in women who later develop 
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diabetes. Giant infants are almost as frequent in prediabetic 
as in diabetic women. In outlining the treatment of diabetic 
women who become pregnant, the authors stress that hypo- 
glycemia must be avoided because of the possible deleterious 
effect on the fetus. Insulin dosage should be elastic and should 
be checked carefully at short intervals. The fat intake should be 
restricted, but the carbohydrate and protein intake should 
be adequate; the salt intake should be restricted, particularly 
during the last three months of pregnancy. Treatment with stij- 
bestrol and progesterone should begin after the 20th week. The 
size of the child should be ascertained by roentgenoscopy four 
weeks before term, and, if it is deemed advisable, a prophylactic 
cesarean operation should be performed during the 36th or 38th 
week. 


Allergic Reactions to p-Aminosalicylic Acid.—Harmless, mild 
allergic reactions occur sometimes in tuberculous children who 
are treated with p-aminosalicylic acid. If such treatment is pro- 
longed, it may cause severe toxic complications. This is illus- 
trated in the two cases reported here. Following gradual sensi- 
tization of the patient during a latent period of three or four 
weeks, the temperature increased in steps, and one or two days 
later an urticarial or scarlatiniform exanthem developed. After 
sensitization had thus been established, the renewed administra- 
tion of p-aminosalicylic acid resulted in severe acute anaphy- 
lactic reactions, characterized by high temperatures and extensive 
exanthems with complete desquamation. Other manifestations 
were swelling of the peripheral lymph nodes, angioneurotic 
(Quincke’s) edema, asthmatic symptoms, diarrhea, symptoms of 
shock, and petechial hemorrhages. During the anaphylactic re- 
action there was pronounced leukocytosis, with increase in lym- 
phocytes and eosinophils. Previously these children had showed 
no signs of intolerance for p-aminosalicylic acid such as im- 
paired appetite, vomiting, or diarrhea. Hypersensitivity to p- 
aminosalicylic acid was corroborated by patch tests. Mode of 
appearance and severity of the allergic reaction seemed to be 
largely determined by an allergic predisposition, and it seems 
therefore important to inquire into the existence of allergy in 
patients who are to be treated by p-aminosalicylic acid. 


Journal of Bone and Joint Surgery, London 


34 B: 167-342 (May) 1952 


Technique and Results with Acrylic Femoral Head Prosthesis. R. and J. 
Judet.—p. 173. 

Anteversion of Neck of Femur. D. M. Dunn.—p. 181. 

Compression Athrodesis of Knee. Clinical and Histological Study. 
J. Charnley and S. L. Baker.—p. 187. 

Role of First Rib in Scalenus Anterior Syndrome. A. F. Williams. 
—p. 200. 

Nucleography. P. R. Erlacher.—p. 204. 

Medical Treatment of Rheumatic Diseases. J. J. R. Duthie.—p. 211. 

Surgical Treatment of Rheumatic Diseases. W. A. Law.—p. 215. 

Technique, Dangers and Safeguards in Osteotomy of Spine. J. C. Adams. 
—p. 226. 

Deposition of Calcium Salts in Medial Ligament of Knee. D. W. Lamb. 
—p. 233. 

Dystrophy of Fifth Finger. J. N. Wilson.—p. 236. 

Fracture-Dislocation of Shoulder with Interposition of Long Head of 
Biceps. Report of Case. R. S. Henderson.—p. 240. 

Femoral Aneurysm Due to Artificial Limb. Report of Two Cases. J. K. 
Elliott.—p. 242. 

Volkmann’s Ischaemic Contracture Benefited by Muscle Slide Operation. 
Report of Case. N. W. Nisbet.—p. 245. 

Vertebral Osteoarthropathy or Charcot’s Disease of Spine. Review of 
Literature and Report of Two Cases. D. F. Thomas.—p. 248. 

*Osteoporosis of Immobilisation in Recumbency. F. H. Stevenson.—p. 256. 


Osteoporosis of Immobilization in Recumbency.—Evidence is 
accumulating that immobilization in recumbency of the whole 
patient has severe effects both in the region of a joint lesion 
and on the skeleton as a whole. The effects of immobilization on 
the skeleton were investigated in 85 patients. About a third were 
seen after activity had been resumed and the remainder during 
immobilization. All had been immobilized without suspension 
for at least three months, and many for one or more years. 00 
account of the present general use of pulley suspension of frames 
and plaster beds, it would now be difficult to collect a comparable 
series. All of the patients who had been immobilized in bed for 
three to six months had osteoporosis in one or both lower limbs. 
They all showed roentgenologic changes indicative of a disturb- 
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ance in the calcium metabolism. The essential part played by 
immobilization in producing these changes is proved by the fol- 
lowing facts: 1. Similar patterns can be seen throughout the leg 
above a diseased tarsus, below a diseased hip, or in the other 
limb. 2. The same changes occur in both legs even when dis- 
ease is limited to the spine. 3. Similar changes follow immobili- 
zation for tuberculous arthritis, Still’s disease, rheumatoid 
arthritis, or traumatic synovitis, or when the immobilization is 
involuntary, as in extensive anterior poliomyelitis. The author 
further discusses secondary deformities resulting from immobili- 
zation osteoporosis. If a child is placed on the flat leather sur- 
face of a Jones double abduction frame for more than three 
or four months, the chest begins to flatten and the width to in- 
crease. The author compares the chest measurements of normal 
children and of 37 children treated on such frames for six months 
or more. Breathing exercises in the young during prolonged re- 
cumbency are important, but they are an uncertain prophylactic 
against “frame chest.” Remobilization fractures are frequent 
secondary effects of immobilization osteoporosis. Furthermore 
unilateral coxa valga is readily produced in young children who 
have one lower limb immobilized for disease of the knee in a 
Thomas’s splint. In these cases the entire limb becomes porotic 
and gradually the angle between the neck and the shaft of the 
femur increases. 


Journal Neurol., Neurosurg. & Psychiatry, London 


15:73-142 (May) 1952 


*Ablation of Abnormal Cortex in Cerebral Palsy. W. Penfield.—p. 73. 

Efferent Fibers of Hippocampus in Monkey. D. A. Simpson.—p. 79. 

Studies in Traumatic Epilepsy: I. Factors Influencing Incidence of 
Epilepsy After Brain Wounds. W. R. Russell and C. W. M. Whitty. 


—p. 93. 

Wounds of Visual Pathway: Part I. Visual Radiation. J. M. K. Spalding. 
—p. 99. 

Rapid Serial Angiography: Further Experience. P. H. Schurr and I. Wick- 
bom.—p. 110. 


Chronic Neurological Disease as Possible Form of Lead Poisoning. 
E. J. Butler.—p. 119. 

Action of Decamethonium Iodide (C. 10) in Myasthenia Gravis. H. C. 
Churchill-Davidson and A. T. Richardson.—p. 129. 


Ablation of Abnormal Cortex in Cerebral Palsy.—Penfield de- 
fines cerebral palsy as loss of function due to brain injury. Such 
injury may affect motor centers, producing spastic paralysis of 
an arm or leg, but it may also affect other areas of the brain 
and thus cripple other functions. Hemispherectomy has been 
proposed recently as a treatment of infantile hemiplegia. The 
results reported for these hemispherectomies illustrate the truth 
of the thesis to which Penfield has subscribed for some time, 
that abnormal cortex, incapable of useful service, does in some 
cases exert a noxious influence on the rest of the brain, which 
might otherwise function normally. He evaluates this thesis with 
regard to epilepsy, mental retardation, and spasticity, and he 
presents illustrative case histories. He concludes that patients 
who have cerebral palsy may be benefited by cortical excision, 
but they must be carefully studied before such radical procedures 
are to be considered. Possible benefits are as follows: 1. Re- 
current cerebral seizures may be relieved. 2. The patiest who 
has a discharging lesion of the cortex and shows progressive 
mental retardation may be greatly improved by excision of the 
partially destroyed cortex, provided that the intellectual deteriora- 
tion has not gone too far. This applies particularly to children 
in the early stages of mental retardation and behavior abnor- 
mality. 3. Patients with severe hemiplegia from infancy may 
be freed from spasticity to a considerable extent by cortical 
motor excision. The author feels that complete hemispherectomy 
would rarely be advisable, but subtotal hemispherectomy and the 
discriminating ablation of all abnormal cortex can bring great 
improvement to selected patients with cerebral palsy. 


Journal of Tropical Medicine and Hygiene, London 
55:121-144 (June) 1952 


Blood Pressure in Chronically Undernourished Europeans in the Tropics. 
J. P. Carlile, W. R. Duff and R. G. S. MacGregor.—p. 121. 

Clinical Investigations on Treatment of Urinary Bilharziasis: Part III. 
Vitamin A. J. M. Watson.—p. 128. 

Yaws and Flies: Past and Present Opinions on Role of Flies in Trans- 

mission of Framboesia Tropica. C. C. Barnard.—p. 135. 
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Lancet, London 


1:1123-1170 (June 7) 1952 


Course of Anterior Hypopituitarism. D. Hubble.—p. 1123. 

Hospital Cross-Infections with Staphylococci Resistant to Several Anti- 
biotics. S. K. R. Clarke, P. G. Dalgleish and W. A. Gillespie.—p. 1132. 

Treatment of Acquired Haemolytic Anaemia with Compound F. Acetate. 
M. C. Rosenthal, T. H. Spaet, H. Goldenberg and W. Dameshek. 
—p. 1135. 

*Waterhouse-Friderichsen Syndrome Treated with Cortisone: Report of 
Two Cases. G. E. Breen, R. T. D. Emond and R. V. Walley.—p. 1140. 

Slipping Rib in Newborn Child. M. Arthurton.—p. 1142. 


Cortisone in Waterhouse-Friderichsen Syndrome.—After criti- 
cizing the term Waterhouse-Friderichsen syndrome (menin- 
gococcic meningitis) and reviewing its symptomatology and 
treatment, Emond and Walley describe two patients with this 
syndrome. Both were treated with 25 mg. of cortisone every six 
hours in addition to chemotherapy. The first patient, who was in 
extremis before treatment was begun, improved considerably, 
only to succumb to massive cerebral hemorrhage five days later. 
The second, who came under treatment about 12 hours after 
the onset, made a complete and uninterrupted recovery. It is 
concluded that cortisone is of great value in the treatment of 
this syndrome. 


Maandschrift voor Kindergeneeskunde, Leyden 


20:105-140 (May) 1952. Partial Index 


Urinary Retention in Spina Bifida Occulta. H. J. Boeve.—p. 105. 

*Perforated Duodenal Ulcer in Newborn Infant. E. T. Brink and J. L. 
Keyzer.—p. 108. 

Choice of Therapeutic Substance in Infectious Diseases. J. E. Minkenhof. 
—p. 119. 

Spontaneous Hypoglycemia and Hyperinsulinism in Infants and Children. 
C. Van Beek.—p. 129. 


Perforated Duodenal Ulcer in Newborn Infant.—On the day 
following its delivery an infant had symptoms of a perforated 
ulcer. Laparotomy revealed a perforation of the duodenum 2 
cm. below the pylorus. The perforation was sutured, the bile- 
colored fluid and foam was removed from the abdominal cavity, 
and the abdomen was closed. The infant was given no oral feed- 
ings for seven days after the operation, but was given blood 
transfusions and fluids by intravenous injection. Oral feeding 
after that at first resulted in vomiting, but on the 10th day breast 
feeding could be established. Subsequently feeding had to be 
modified, and two months after the operation vomiting had 
ceased and there were no further complaints. This is the second 
case of a successfully surgically treated duodenal ulcer in a 
newborn infant to be reported in the literature. 


Minerva Medica, Turin 
43:669-700 (April 2) 1952 


*“Tetracetina” in Prophylaxis and Therapy of Diseases Pertaining to 
Otorhinolaryngology. G. Rossi.—p. 678. 

Results of Streptomycin Therapy in a Sanatorium at High Altitude. 
B. Tumminelio.—p. 680. 


“Tetracetina” in Otorhinolaryngologic Diseases.—“Tetracetina” 
is a mixture of /-chloramphenicol (chloromycetin®) for its action 
on gram-negative bacteria, and sulfadiazine, sulfamerazine, 
“neazina” (2[sulfanilamid]4,6-dimethylpyrimidin), and “azosep- 
tale” (p-aminobenzolsulfamidothiazole) for their action on gram- 
positive bacteria. It was given to 15 patients with otorhino- 
laryngologic disease. Those with severe infection received two 
tablets every six hours for two days and thereafter, as mainte- 
nance dose, one tablet every six hours. Patients with mild dis- 
turbances did not need a maintenance dose. The drug was always 
well tolerated and was effective in two patients with acute sinu- 
sitis, one patient with vertigo secondary to chronic labyrinthine 
angioneurosis, one with chronic cryptic tonsillitis secondary to 
angina, and one with epistaxis and epidemic mumps. In one pa- 
tient therapy with this mixture made a second operation unneces- 
sary after a first intervention for chronic cholesteatomatous 
mastoiditis with a labyrinthine fistula aggravated this condition. 
The drug was given also to five patients before bronchoscopy and 
esophagoscopy, and all inflammatory reactions were avoided. 
Three patients who underwent surgical intervention of the ear, 
the thyroglossal area, and the right frontal sinus were given one 
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tablet of tetracetina every six hours for one to two days before 
the operation and again for one day after the operation. There 
were no postoperative complications. This mixture seems to be 
effective not only as a therapeutic agent but also as a prophy- 
lactic. 


Nordisk Medicin, Stockholm 
47:581-612 (May 2) 1952. Partial Index 


*Pre- and Postoperative Treatment in Extrahepatic Biliary Obstruction. 
Y. Edlund.—p. 581. 

*Pancreaticoduodenal Cancer. Y. Edlund.—p. 584. - 

External Intraperitoneal Endometriosis. S. Palmberg-Nyberg.—p. 586. 

Difficulties in Early Diagnosis of Schizophrenia. I. Risbjerg, J. and M. 
Aggernaes.—p. 594. 

Spigelian Hernia. H. Rasmussen.—p. 597. 

Torsion of Ovarian Cysts in Children. O. Resen Steenstrup.—p. 598. 


Pre and Postoperative Treatment in Extrahepatic Biliary Ob- 
struction.—Edlund reviews the general principles followed dur- 
ing the past two years in the surgical department of Falun Hos- 
pital in the pre and postoperative treatment of total biliary 
stasis, which is usually due to malignant obstruction, and of 
partial biliary stasis, which is usually due to calculi in the com- 
mon bile duct. The fluid and electrolyte balance are checked. 
The importance of preventing potassium deficiency is stressed. 
Anoxia, either anemic or anoxemic, necessitates blood trans- 
fusions and the anesthesia technique should permit high oxygen 
concentration. The author advocates use of “narkotal” (sodium 
isopropyl-beta-bromallyl-N-methyl barbiturate and antipyrine in 
a glycerin aqueous base) with curare and nitrous oxide. In pro- 
tein deficiency, which adversely affects wound healing and regen- 
eration of the liver, a diet rich in proteins, possibly supplemented 
by amino acids and blood transfusions, is indicated. In hypo- 
prothrombinemia vitamin K is given orally or parenterally. 
Glycogen deficiency in the liver may cause general disturbances 
of the hepatic function leading to liver insufficiency and should 
be treated with a diet rich in carbohydrates with the addition 
of glucose. In acute cholangiohepatitis aureomycin is effective. 
Postoperatively “desibyl” (desiccated bile preparation) is admin- 
istered to promote choleresis, normalization of the fat metab- 
olism, and absorption of vitamin K. Gradual decompression of 
the biliary ducts is necessary, as sudden relief of the load on the 
liver may cause hyperemia and disturbed liver function. The 
sphincteric pressure should be measured daily, and the drainage 
tube should not be removed from the common bile duct until 
the pressure has become normal. 


Pancreaticoduodenal Cancer.—Edlund analyzes 37 cases of can- 
cer of the pancreas and two of the duodenal papilla in 18 men 
and 21 women who were treated surgically from 1932 to 1951. 
In about half the cases the cancer was located in the head of 
the pancreas, and in the other half the entire pancreas was in- 
volved. There were metastases to adjacent lymph glands and in- 
vasion of tumor tissue toward the hepatoduodenal ligament and 
metastases to the liver in all cases. There were metastases to the 
liver in one case of cancer of the duodenal papilla. The symp- 
toms had been present for from three weeks to three months. 
Typical symptoms were the triad of loss of weight, pain, and 
jaundice, and loss of weight was a symptom in every case. The 
presence of jaundice together with laboratory analyses suggest- 
ing extrahepatic obstruction permits early diagnosis. In the ab- 
sence of jaundice the diagnosis may be more difficult. In about 
one-fourth of cases the condition was operable. Operability is 
greater in cancer of the duodenal papilla, since tumors in this 
region have less tendency to invade the lymph and blood ves- 
sels, and the late results after radical operation are more favor- 
able. Pancreatoduodenectomy is regarded as the operation of 
choice in both localized cancer of the head of the pancreas and 
in cancer of the duodenal papilla. 


Philippine Medical Association Journal, Manila 
28:177-250 (April) 1952 


Studies on Schistosomiasis: Second Progress Report on Mass Surveys. 
T. P. Pesigan.—p. 177. 

Present Concepts in Malaria and Its Therapy. J. B. Mendoza.—p. 190. 

Lobectomy in Pulmonary Tuberculosis During Pregnancy. M. F. Guz- 
man, F. L. Jennings, A. G. Popplewell and others.—p. 214. 


J.A.M.A., Oct. 18, 1952 


Prensa Médica Argentina, Buenos Aires 


39:777-834 (April 18) 1952. Partial Index 


Early Diagnosis of Cancer of Head and Neck. E. P. Viacava—p. 777. 
*Early Diagnosis of Breast Tumors. L. Moguilevsky.—p. 785. 
Early Diagnosis of Cervical Cancer. J. F. Albertelli and G. Terzano. 
—p. 795. 
Early Diagnosis of Vesicoprostatic Cancer. A. E. Trabucco and R. J. 
Borzone.—p. 803. 


Early Diagnosis of Breast Tumors.—Analysis of the histories 
of 7,000 patients with mammary disease treated at the Institute 
of Experimental Medicine at Buenos Aires shows that 2,200, or 
31.4%, had cancer; of these only 334 sought advice while the 
tumors were still movable or only very slightly adherent to the 
skin, without adenopathy. These are the tumors included in 
group 1 in all classifications. The diagnosis was made late be- 
cause of the character of the disease itself in 20% of the remain- 
ing cases. The patient was responsible in 36%, and the physician 
in 34%, while miscellaneous causes accounted for the delay in 
10%. Improvement can be secured in the second and third 
groups, which account for 70% of all patients presenting them- 
selves in bad condition, by teaching women to examine their 
breasts periodically and to seek advice at the first sign of ab- 
normality and by teaching physicians always to suspect cancer 
when consulted about an affection of the breast. Fibrocystic 
conditions are closely related to the development of cancer; 
70% of the cancers operated on at the institute developed in 
breasts with preexisting disease. The symptoms that led the group 
1 patients to seek advice were discovery of a nodule in 268 
(80.5%), discharge from the nipple in 54 (16%), and pain in 12 
(3.5%). The low incidence of obvious symptoms in the early 
stages of breast cancer makes palpation the basic diagnostic 
procedure. Information obtained by palpation will enable a 
skilled practitioner to establish the diagnosis with clinical cer- 
tainty in from 60 to 70% of the cases in group 1. Surgical biopsy 
should be used to confirm a diagnosis made on the basis of 
clinical findings and to establish one in doubtful cases in which 
histopathological study is required. Punch biopsy and mam- 
mography are not only unnecessary but dangerous and should 
not be used. 


39:973-1030 (May 9) 1952. Partial Index 


Therapeutic Advances in Internal Medicine in 1951: I. Respiratory Sys- 
tem and Tuberculosis. E. S$. Mazzei.—p. 973. 
Spontaneous Hernia of Lung. T. Padilla and O. Fustinoni.—p. 980. 
Spontaneous Biliobiliary Fistulas. A. P. Cinelli.—p. 983. 
Right and Left Ventricular Extrasystoles: Electrocardiographic Recogni- 
tion. J. E. Buructa.—p. 987. 
*Pseudotuberculous Clinical and Radiological Manifestations in Epidemic 
of Psittacosis. C. W. Grobli and A. A. Cordes.—p. 999. 


Pseudotuberculous Manifestations in Psittacosis—Four mem- 
bers of a ship’s crew had symptoms of severe malaise, deteriora- 
tion in general condition, and subjective and objective respiratory 
symptoms resembling those found at the onset of pulmonary 
tuberculosis. Anti-infectious measures, including the use of peni- 
cillin and dihydrostreptomycin, proved ineffectual, and a tenta- 
tive diagnosis of tuberculosis was made. Interrogation revealed 
that all had been victims of an epidemic described as “infectious 
grippe” or “Italian grippe,” which had broken out aboard ship, 
and that the ship’s doctor had had the same symptoms. This 
physician had been skeptical of the diagnosis because on one of 
its last voyages the ship had carried several cages of parrakeets, 
which had succumbed to an epizootic. The dead birds were left 
in the cages as evidence to the consignees that they had not been 
stolen, and during the rest of the voyage the pollution of the 
atmosphere aroused protests from passengers and crew, espe- 
cially those nearest the cages. The physician did not suspect 
psittacosis when he first became ill but did so later as other 
cases developed. A Bedson Meyer test made at his request sub- 
sequently established the diagnosis. Chest roentgenograms of the 
four patients taken at intervals showed alterations characteristic 
of pulmonary tuberculosis, and the symptoms of profuse sweat- 
ing and exhaustion would have made differential diagnosis 


difficult if not impossible without the history of contact with thetic 
parakeets. A negative Bedson Meyer reaction was obtained in Zoite: 
one case, but this not infrequently occurs in mild infections. tiona 
The radiological changes and physical signs of psittacosis ar¢ hyper 


persistent; months after the patients had been discharged from 
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the hospital they were still weak and perspired profusely on the 
slightest exertion. Sulfonamides, penicillin, and dihydrostrepto- 
mycin had little or no effect, but aureomycin quickly controlled 
not only the general symptoms of an infectious character but 
also the local bronchopulmonary symptoms. 


Presse Médicale, Paris 
60:841-860 (June 7) 1952 


*Direct Titration of Streptomycin Resistauce of Koch’s Bacillus by Means 
of Tellurite Test. A. Meyer and R. Galland.—p. 841. 

Positive and Negative Electric Discharges in a Case of Bravais-Jack- 
sonian Epilepsy; Attempt at Interpretation. R. Houdart, R. Lecasble, 
C. Dreyfus-Brisac and M. Dondey.—p. 842. 

Inconveniences of Combined Infusions of Citrated Blood and Isotonic 
Dextrose Solution. B. Dreyfus and C. Salmon.—p. 845. 


Tellurite Test Used for Determination of Streptomycin Re- 
sistance of Koch’s Bacillus.—Sula’s tellurite test was used by the 
authors for the determination of streptomycin resistance of 
Mycobacterium tuberculosis organisms contained in the sputum 
of patients with tuberculosis. Streptomycin was added to four 17 
mm. tubes of Loewenstein-Jensen medium, while two served as 
controls. In two tubes impregnation of the surface of the medium 
with streptomycin corresponded to 10 “g. per cubic centimeter in 
liquid synthetic medium, while in the other two tubes the sur- 
face impregnation corresponded to 50 ug. per cubic centimeter. 
The sputums laden with tubercle bacilli were concentrated with a 
4% sodium hydroxide solution, incubated for 18 to 24 hours at 
37 C, centrifuged and then inoculated on the medium in the 
tubes, which again were incubated at 37 C. On the 10th day after 
the inoculation of the tubercle bacilli a sterile aqueous 1% solu- 
tion of potassium tellurite was added to the tubes, which again 
were incubated at 37 C. After 24 hours of contact with the tel- 
lurite solution the appearance of fine brilliant-black dots con- 
trasting with the pale green color of the medium permitted 
macroscopic observation of growth of colonies of M. tuberculo- 
sis. Evaluation was made by noting the streptomycin titer in the 
tubes where the cultures were growing and by comparing the 
number of colonies with those in the control tubes. The regu- 
larity and simplicity of the technique and the easy interpretation 
of the recorded results make it the method of choice for de- 
termination of streptomycin resistance of M. tuberculosis 
organisms. 


Rey. Asociacién Médica Argentina, Buenos Aires 
66:31-70 (Feb.-March) 1952. Partial Index 


SYMPOSIUM ON HYPERTHYROIDISM 


Physiopathology of Hyperthyroidism. A. Ofiativia.—p. 31. 
*Medical Treatment of Hyperthyroidism. E. S. Mazzei.—p. 35. 
Surgical Treatment of Hyperthyroidism. F. B. Christmann.—p. 38. 
*Surgical Anesthesia in Hyperthyroidism. J. Turner.—p. 42. 
Present-Day Problems of Subacute Bacterial Endocarditis. B. S. Mazzei. 
—p. 46. 


Medical Treatment of Hyperthyroidism.—Present day treatment 
of hyperthyroidism is based on rest, diet, and the antithyroid 
drugs. Propylthiouracil is the least toxic drug so far developed 
and may be used for prolonged periods without ill effects. Com- 
bined with iodine, it is the most important medication in the pre- 
Operative preparation of patients for thyroidectomy. Medical 
treatment alone with propylthiouracil may prove effective in 
slight or moderate hyperthyroidism if the thyroid gland is small 
and there is no pressure on the trachea; whether the remissions 
resulting from its use are temporary or permanent is not yet 
known. Prolonged administration under supervision is usually 
well tolerated by adolescents and patients with heart disease, 
and may make thyroidectomy unnecessary in some cases. 


Anesthesia in Hyperthyroidism—Anesthesia for the hyperthy- 
roid patient must depend on the symptoms presented, which may 
be functional or mechanical in origin. Functional disturbances, 
caused by the hyperthyroidism, control the choice of an anes- 
thetic; mechanical disturbances, caused by the presence of the 
goiter, control the method by which it is administered. Func- 
tional disturbances include increased emotivity, neurovegetative 
hypertonia, increased basal metabolism, disorders of the circu- 
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latory and respiratory systems and the liver, hemorrhage, and 
the carotid syndrome. Mechanical disturbances are compres- 
sion and displacement of the trachea, an endothoracic goiter, 
and disorders of tracheobronchial secretion and the recurrent 
laryngeal nerves. Procaine (novocaine®) administered intraven- 
ously is especially effective when the circulatory system is af- 
fected, because it reduces arrhythmia, lessens or inhibits spasm, 
diminishes bronchial secretions, increases diuresis, makes it pos- 
sible to use smaller quantities of other anesthetics, and eases 
postoperative discomfort, keeping the patient free from pain for 
the first 12 hours. The carotid syndrome is characterized by a 
drop in the pulse rate, the arterial pressure, and the respiration 
rate, and necessitates immediate suspension of the operation un- 
til relieved. Recovery will follow rapidly on cessation of carotid 
sinus stimulation. Intubation is required when tracheal displace- 
ment and compression are present. The tube, however, should be 
removed in the operating room as soon as the patient awakens 
and begins to show signs of discomfort caused by it; this will 
make it possible to deal promptly and effectively with any bron- 
chial obstruction that may be present. 


Semaine des Hopitaux de Paris 
28:1711-1752 (June 2) 1952 


Effect of Sex Hormones on Growing Persons as Seen from Clinical Data: 
Therapeutic Inferences. J. Decourt and J. Guillemin.—p. 1711. 

Alveolar and Bronchial Factors of Insufficiency in Pulmonary Ventila- 
tion. R. Tiffeneau and P. Drutel.—p. 1717. 

*Intracardiac Pressures Recorded by Direct Heart Puncture. C. Métianu 
and B. Latscha.—p. 1730. 


Recording of Intracardiac Pressures by Heart Puncture.—Intra- 
cardiac pressures were recorded by heart puncture in 13 patients 
between the ages of 5 and 30. Of the 13 patients, 12 had con- 
genital heart disease associated with cyanosis; 7 had the tetralogy 
of Fallot, 4 had the triad of Fallot, and 1 had mitral stenosis. 
In these 12 patients the puncture was made into the right ven- 
tricle by the anterior route, i. e., at the level of the fourth left 
intercostal space at a distance of 1 to 2 cm. from the sternum. 
In the remaining patient, a 12-year-old girl with tricuspid atresia 
for which a Blalock-Taussig anastomosis was performed conse- 
quently, the puncture was made into the left ventricle, at about 
the same level as the puncture into the right ventricle, but some- 
what more to the left. The ventricular chambers in which the 
trocar was introduced were easily recognized by the colors and 
the characteristic way in which the blood came out from each 
ventricle. In one patient hematopericardium resulted from an 
injured coronary vessel and required an emergency intervention. 
The recording of intracardiac pressures by means of cardiac punc- 
ture is a method designed as a substitute for cardiac catheteriza- 
tion in cases in which the latter method proved impossible. It 
should be employed only in patients who may be benefited by 
subsequent surgical intervention. Tracings from intracardiac 
pressures recorded by means of cardiac puncture proved as pre- 
cise and reliable as those recorded in the course of catheteriza- 
tion. 


South African Medical Journal, Cape Town 
26:409-428 (May 17) 1952. Partial Index 


Coractation of Aorta with Terminal Haemopericardium. S. Grieve. 
—p. 409. 

*Diagnosis of Virus Pneumonia. G. R. Crawshaw.—p. 413. 

Burns—II: Fluid Therapy in Relation to Burn Shock and Healing. R. E. 
Bernstein.—p. 416. 


Diagnosis of Virus Pneumonia.—Crawshaw feels that there is 
no diagnosis so pernicious as “virus pneumonia,” none so mis- 
used, and none presently so glibly accepted. Epidemics of acute 
respiratory infections have been reported in which it was not 
possible to demonstrate a bacterial cause. Such outbreaks led to 
the coining of the term “primary atypical pneumonia: etiology 
unknown.” Unfortunately this term came to be widely used for 
any acute respiratory infection with lung changes that was dif- 
ficult to classify. Still later the terms “nonbacterial pneumonia 
of known etiology” and “nonbacterial pneumonia of unknown 
etiology” came into use. The former group includes the pneu- 
monias in ornithoses, influenza, and Q fever. The latter group 
includes the remainder of those conditions previously called “pri- 
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mary atypical pneumonia” and which are now increasingly re- 
ferred to as “virus pneumonia.” The author discusses the clin- 
ical features of virus pneumonia, and presents histories of several 
patients whose disorder had been erroneously diagnosed as virus 
pneumonia. He also points out that in 12 consecutive patients 
with carcinoma of the bronchus 7 had been given a diagnosis of 
virus pneumonia. Delay in surgical intervention up to nine 
months occurred because of this diagnosis, and in some of the 
cases undoubtedly determined inoperability. During the same 
period two other patients whose symptoms were ascribed to virus 
pneumonia both proved to have pulmonary tuberculosis. Craw- 
shaw feels that virus pneumonia is a diagnosis acceptable to pa- 
tients who would resent being told that they had “flu” or a 
common cold or who do not want to hear that they may have 
pulmonary tuberculosis, bronchiectasis, or carcinoma of the 
bronchus. This diagnosis may delay bronchoscopy and thora- 
cotomy for six to eight months. The author suggests the follow- 
ing rules for guidance in the diagnosis of obscure respiratory dis- 
ease: 1. Never diagnose virus pneumonia except during an 
epidemic. 2. Never diagnose virus pneumonia in a patient over 
40. 3. Never diagnose virus pneumonia without reservation. 4. 
Rememver that so-called virus pneumonia is very often due to 
carcinoma of the bronchus, pulmonary tuberculosis, bronchiec- 
tasis, or an inhaled foreign body. 


Tubercle, London 
33:159-192 (June) 1952 


Assessment of Fitness for Work in Pulmonary Tuberculosis. E. M. 
Brieger.—p. 160. 

Problem of Self-Discharges from Sanatoria. W. E. Snell.—p. 174. 

Clinical Evaluation of Artificial Pneumothorax with Special Reference to 
Early Abandonment in Favour of Resection. M. B. Paul.—p. 179. 

‘Tuberculoma’ of Lung. D. L. Pugh, E. R. Jones and W. J. Martin. 
—p. 184. 


Ugeskrift for Laeger, Copenhagen 
114:589-626 (May 8) 1952. Partial Index 

*Clinical Aspects of Severe Narcotic Poisoning. C. Clemmesen.—p. 593. 

Result of Modern Treatment of Poisoning with Narcotics. C. Clemmesen 
and M. Lindhardt.—p. 598. 

Barbiturate Concentration in Serum in Newly Hospitalized Patients in 
Medical Department. H. J. Lauritzen.—p. 599. 

ACTH Treatment of Intoxication with Barbituratic Acid. E. Harslf. 
—p. 601. 

Spasms and Psychoses as Symptoms of Abstinence in Chronic Barbitura- 
tic Acid Intoxication. M. Hertel Wulff.—p. 606. 


Clinical Aspects of Severe Narcotic Poisoning. — Clemmesen 
calls attention to the reduced mortality and changed character 
of severe narcotic intoxication with the present day treatment, by 
which the patient is kept in approximately physiological balance 
during the period required for elimination of the poison, some- 
times over a week. A shorter unstable period is followed by a 
longer, unconscious phase and the final awakening phase. Both 
hypothermia and hyperthermia can as a rule be controlled. Cir- 
culatory shock, seen especially often in the introductory phase, 
may require frequent intravenous infusions. The respiratory 
channels must be kept open and atelectasis combatted. Edema of 
the lungs is a rare complication. Stimulation is seldom employed. 
Continuous oxygen inhalation is stressed. In 1950 the mortality 
in Denmark from severe narcotic poisoning was reduced from 
24% in the country as a whole to 8%, and in Copenhagen, where 
treatment is now centralized in one service and stimulation is 
not given, to 3.4%. Respiratory paralysis is frequent at an early 
stage after morphine intoxication; 29 patients with morphine 
poisoning were successfully treated in 1951, including 10 with 
respiratory paralysis. In intoxication with barbiturates respira- 
tory paralysis sets in later and is more serious, but is rare. Renal 
function is sometimes affected, and anuria and uremia may cause 
death after the intoxication proper has run its course. The 12 
patients from 70 to 85 years old with severe barbiturate poison- 
ing who were treated in 1951 were unconscious for from 24 to 
144 hours; all recovered. Of 19 deaths in 1951 due to poisoning 
with narcotics 2 occurred immediately after admission, and 5 
were due to respiratory paralysis, 2 to pulmonary embolism, 1 
to cerebral hemorrhage, and 1 to uremia. Four patients died 
of pneumonia or uremia from 5 to 15 days after regaining con- 
sciousness. 


J.A.M.A., Oct. 18, 1952 


Wiener klinische Wochenschrift, Vienna 


64:441-460 (June 20) 1952. Partial Index 


Modern Hormone Therapy in Woman. H. Zacherl.—p. 441. 
*Investigations in Fulminating Fatal Pulmonary Embolisms in Autopsy 
Material of the Years 1941 to 1951. J. Zeitlhofer and G. Reiffenstuh). 


. 446. 
Electrodermatographic Aspects of Effect of Low Voltage Roentgen Irra- 
diation. R. Pape and F. S. Zach.—p. 451. 
Present-Day Problems and Clinical Aspects of Registration of Heart 
Sounds. W. Ernst.—p. 453. 


Fatal Pulmonary Embolism.—A total of 487 cases of fulmi- 
nating fatal pulmonary embolism occurred among 29,383 cases 
that came to autopsy at the Pathological Institute of Vienna dur- 
ing the decade 1941 to 1951. During the war years, the incidence 
decreased from 1.3% in 1941 to 0.4% in 1945. It remained at 
the low level of 0.6% during 1946 and 1947, and then increased 
rapidly to 1.4% in 1948 and from 1949 and onward reached an 
incidence of 4.7%. The authors found that the frequency of 
embolism during the last 60 years showed a wave-like course, in 
which the high points are reached during periods of prosperity 
and abundant food supplies and the low points during periods 
of poor nutrition. Predisposition to embolism is greater in well- 
nourished persons than in the undernourished. The authors feel 
that the improvement in the nutritional conditions during recent 
years is largely responsible for the increased frequency of fatal 
pulmonary embolism. During autopsy studies, they noticed a de- 
cided increase in destructive cardiac lipomatosis, particularly in 
women. Fatal pulmonary embolism is about three times more 
frequent in women than in men, and this increased tendency to 
embolism in women is ascribed to the fact that they are oftener 
obese. Thromboses in the calf veins were the point of origin of 
fatal embolism in 56.8% of the cases, in the femoral veins in 
32.3%, in the parametrial and pelvic veins in 5.4%, in the peri- 
prostatic veins in 4.9%, and in the right auricle in three cases. 
Fatal pulmonary embolisms of surgical (operative and obstetric) 
accidents occur as often as embolisms of medical origin. The 
decreased frequency during the war was more pronounced in 
medical than in surgical cases. 


Zentralblatt fiir Chirurgie, Leipzig 
77:641-704 (No. 16) 1952. Partial Index 


Ulcer Disease and Operations on Sympathetic Nervous System. F. Rosen- 
auer.—p. 641. 
Late Sequels of Chylothorax and Indications for Surgical Intervention 
on Thoracic Duct. H. E. Grewe and E. Beck.—p. 649. 
Justification of and Indication for Cholecystostomy. B. Karitzky.—p. 655. 
*Retropubic (Extravesical) Prostatectomy. H. Boeminghaus.—p. 661. 
Causes of Tissue Reactions in Osteosynthesis with Metals. L. Winkler. 
—p. 665. 


Retropubic (Extravesical) Prostatectomy.—Boeminghaus evalu- 
ates retropubic prostatectomy on the basis of 332 cases in which 
this operation has been performed. For a long time the ischio- 
rectal technique of Voelcker, and then the transvesical method 
either with the technique of Freyer or of Harris were the pre- 
ferred methods of prostatectomy. Boeminghaus shows that Har- 
ris’ technique of transvesical prostatectomy and Millin’s 
retropubic prostatectomy have certain points in common. Pri- 
mary closure of the bladder is the most important feature of the 
one and in the other the bladder is not opened at all. Both 
methods aim at primary hemostasis by ligature around bleeding 
vessels and both thereby reduce the length of recovery. After 
further comment on the various methods available for prosta- 
tectomy, Boeminghaus says that in retropubic prostatectomy he 
largely adheres to Millin’s technique but retains the prophylactic 
ligature of the capsular veins stressed at his own clinic. The 
prostatic capsule is split far into the adenoma, but this is done in 
steps, to make possible the placing of a ligature around each cap- 
sular vein. This not only reduces blood loss, but also makes 
possible a clear view of the surgical field. He no longer follows 
Millin in the mobilization of the lateral paraprostatic spaces and 
their tamponade, but only exposes the prostate on its anterior 
surface. Except for two cases of osteitis pubis, complications 
were not serious with retropubic prostatectomy. Osteitis pubis 
is painful and prolongs postoperative incapacity. It seems to 
have become more frequent since retropubic prostatectomy has 
been employed more extensively, although it has been known to 
occur also with suprapubic prostatectomy. 
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BOOK REVIEWS 


Functional Endocrinology from Birth through Adolescence. By Nathan 
B. Talbot, M.D., Associate Professor of Pediatrics, Harvard University, 
Boston, Edna H. Sobel, M.D., Instructor in Pediatrics, University of 
Cincinnati College of Medicine, Cincinnati, Janet W. McArthur, M.D., 
Instructor in Gynecology, Harvard University, and John D. Crawford, 
M.D., Instructor in Pediatrics, Harvard University. Cloth. $10. Pp. 638, 
with illustrations. Published for Commonwealth Fund by Harvard Univer- 
sity Press, Cambridge 38, Mass., 1952. 


Dr. Talbot and his collaborators have written an excellent and 
unique treatise on the action of the endocrine systems in health 
and ordinary disease and the management of endocrinopathy 
in young persons. This book, based on the authors’ wide re- 
search and clinical experience, represents an entirely new ap- 
proach in this field; homeostasis as influenced by endocrine 
activity is translated into modern clinical terms. The authors 
have succeeded magnificently in this task, as they have produced 
a scholarly volume that will prove of inestimable value to all 
clinical investigators as well as those specializing in endo- 
crinology. 

The general practitioner will probably find the book too 
erudite for his needs and will no doubt prefer the usual text- 
book approach to the subject, despite the authors’ efforts “to 
build from the ground up and to avoid making statements which 
are incomprehensible for lack of background information.” To 
accomplish this, the first section of each chapter considers the 
functional dynamics of the particular gland and indicates by 
cross references the source of pertinent related information. This 
is followed by a consideration of the application of physiological 
data to the problem of diagnosis and a final clinical section in 
which the preceding information is applied to clinical problems 
presented by patients suffering from endocrine diseases and 
patients with physiological alterations in endocrine function that 
result from nonendocrine disorders. Disorders of the pineal and 
thymus and other conditions of interest to endocrinologists are 
not considered, since they are not of endocrine origin. 

The book is well written in a clear and lucid style and is free 
of obvious errors. Among minor criticisms may be mentioned 
the detailed description of the use of thiouracil, an obsolete drug, 
to which a whole page is devoted, although propylthiouracil is 
also mentioned as a preferred drug, as it has the same action 
and fewer side-effects. Some of the photographs, particularly 
the radiographs, are not reproduced as clearly as is desirable. 
These criticisms, however, do not detract from the general ex- 
cellence of the presentation and the included material, much of 
which is original. Surface area as a unit of dosage is used through- 
out. The book can be enthusiastically recommended to all those 
interested in scientific clinical medicine, generally, and in endo- 
crinology, specifically. The authors are to be congratulated for 
a notable contribution to medical literature, and the Common- 
wealth Fund is to be commended for making this study available 
to the medical profession. 


Klinische Physiologie und Pathologie. Von Prof. Dr. Ferdinand Hoff, 
Direktor der I. medizinischen Universitatsklinik Frankfurt a.M. Second 
edition, Cloth. 49.50 marks. Pp. 810, with 133 illustrations. Georg Thieme, 
Diemershaldenstrasse 47, (14a) Stuttgart-O; agents for U. S. A., Grune & 
Stratton, Inc., 381 Fourth Ave., New York 16, 1952. 


The second edition of this extraordinary book was written 
within 18 months after the first. It is essentially a synthetic inter- 
pretation of disease in terms of histology, biochemistry, and 
physiology. The author’s command of medical literature, includ- 
ing recent Canadian and American publications on stress, cor- 
ticotropin (ACTH), and cortisone, is surprising not only in its 
breadth but also in its detail; the text, bibliography, author index, 
and subject index are apparently completely accurate. The 
major additions are a chapter on allergy and nine good illustra- 
tions. This book is recommended to those who can read German. 


The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
Stated, 


The Cost of Health. By Ffrangcon Roberts, M.D. Cloth. 16s. Pp. 200. 
Turnstile Press, 10 Great Turnstile, London, W.C.1, 1952. 


“National health must be considered, not in isolation but in 
relation to the social and economic environment; in relation, 
that is to say, to social trends, population, age-structure, 
standard of living, cost of living and national wealth.” This is 
the basic thesis or frame of reference of this book on the 
National Health Service of Great Britain and the feasible eco- 
nomic limits of medical service. 

The Beveridge report on social insurance and allied services 
in 1942 estimated the cost of a national health program at 
£170,000,000. The estimate for England and Wales at the time 
the program was instituted was £152,000,000. The cost has now 
reached £400,000,000, a limit imposed by a treasury ceiling. 

Aside from the general rise in the cost of living, factors peculiar 
to the practice of medicine have sent the cost spiraling upward 
faster than the cost of other goods. An ever higher standard of 
health may be an important factor. Possibly the increase in medi- 
cal knowledge is being passed by the increased incidence of ill- 
ness, resulting from the advance of civilization, or the provision 
made for medical care may not be a good criterion of the in- 
cidence of ill-health but may be dependent on nonmedical factors. 
It is possible that medical practice in its advance may be in- 
creasing the incidence of disease by the process of aging, 
although age-specific rates are declining. Certainly, our new 
knowledge of psychology has given us an extended concept of 
ill-health. 

At any rate, the cost of health facilities is rising. Its rise is 
caused in part by the increased use of medical facilities under the 
National Health Service in Britain. This is the incidence of the 
increased intensity with which the ever growing technical skills 
and facilities are used and the increase in demand occasioned by 
the fact that the services are “free.” No longer does a physical 
examination suffice for the man complaining of a headache. 
Urinalysis, x-ray, and many other techniques are used as diag- 
nostic devices, and the movement is growing until it is reaching 
phenomenal proportions. 

Dr. Roberts asks “What proportion of the national resources 
can it [Britain, or any other nation for that matter] afford to al- 
locate to health?” The meaning of the term medical care might 
be clearer. Dr. Roberts declares the idea that health is a positive 
state of maximum desirability to all and attainable for all an 
illusion that must be dispelled. Health is a neutral state as dis- 
tinguished from the positive deviations of illness. Man, after all, 
is not “endowed with a right to perfect health.” The view that 
the end of medicine and research is the elimination of all disease 
disregards the simple fact that everyone must die sometime. If 
we really wished to eliminate all of the hazards the human being 
faces we would be required to forego the high speeds of auto- 
mobiles and trains and many of the useful but sometimes danger- 
out machines of industrial production. 

Health is not always prized above all other things by members 
of society. The state, in using taxation to support medical care, 
is denying the freedom of choice between alternatives that many 
citizens would prefer to take. The medical bills of the size in- 
curred under the National Health Service have been justified on 
the basis of an overriding humanitarianism, a view that may not 
be justifiable when considered in the light of the relative willing- 
ness of members of society to bet on races, pay for movie tickets, 
and purchase hospitalization insurance. 

Dr. Roberts is a capable writer who has produced a direct, 
well-organized volume. It is a clear discussion of the case against 
socialized medicine under the National Health Service of Great 
Britain as seen by a physician practicing in the program. Re- 
gardless of point of view on a government health service, there 
is much of value to the physician and layman seeking informa- 
tion on the pros, cons, and pitfalls of such a structure. 

The book’s main weakness lies in its author’s proneness to 
rather sweeping statements. In particular, his suggestion that 
only genius belongs in the research laboratory seems open to 
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criticism. He also views the increase in number and responsibility 
of the physician’s technical assistants and the improvement in the 
quality of their training with slight alarm. While the statements 
on the unnecessary use of medical laboratory techniques as a 
substitute for the physician’s skill have validity in many instances, 
the nostalgia for the simpler practice of medicine does not seem 
sufficient reason for its return; yet, he does not advocate a return. 

The crowning feature of his treatise is his kindly, philosophi- 
cal approach to the problem posed by rapid medical progress, 
mounting costs, and the rising hope of mankind that an era of 
no disease is near at hand. 


A Synopsis of Neurology. By W. F. Tissington Tatlow, M.D., M.R. 
C.P., Medical Registrar, Maida Vale Hospital for Nervous Diseases, Lon- 
don, J. Amor Ardis, M.B., Ch.B., D.P.M., Senior Registrar in Psychiatry, 
Aberdeen General and Mental Hospitals, and J. A. R. Bickford, M.R. 
C.S., L.R.C.P., D.P.M., Senior Registrar in Psychiatry, Maryfield Hos- 
pital, Dundee. Cloth. $6.50. Pp. 513, with 84 illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2; [John 
Wright & Sons, Ltd., 42-44, Triangle West, Bristol 8, England], 1952. 


This compendium was written to aid senior undergraduate 
and postgraduate students in their understanding of neurology 
and as a quick reference book for practitioners. It is not intended 
to replace textbooks of anatomy or clinical neurology. A little 
more than one-half of the book is devoted to anatomy, and the 
remainder is concerned with clinical diagnosis. There is a short 
chapter on electroencephalography and a brief discussion of 
radiology in the diagnosis of intracranial tumors. No references 
are included. 

The part on anatomy is well written and liberally illustrated 
with conventional anatomic sections and ingenious diagramatic 
sketches. The chapters on clinical diagnosis contain a wealth 
of material compressed into a brief space. Practically every 
morbid condition of the nervous system is considered, and the 
important facts are clearly discussed, despite the small amount 
of space devoted to each disease. Facts regarding etiology, 
pathology, clinical symptoms and signs, laboratory findings, 
differential diagnosis, and treatment are presented in tabular 
form. 

When the size of this book is considered, the amount of 
information in it seems astonishing, and the authors have done 
a good job in presenting the essential facts and omitting non- 
essential details. There are remarkably few statements that are 
unacceptable. Despite the wealth of information contained in 
the volume it is difficult to see what purpose it serves. The 
material is discussed too briefly to give the neurologist or prac- 
ticing physician a clear picture of disease entities. Its greatest 
value is, perhaps, to the undergraduate student in that it gives 
him at a glimpse the essential facts, which can be supplemented 
by a study of textbooks and the original literature when he is 
concerned with the care of a patient with a particular disease 
entity. 


The Fight Against Tuberculosis: An Autobiography. By Francis Marion 
Pottenger, M.D. Cloth. $4. Pp. 276, with 4 illustrations. Henry Schuman, 
Inc., Publishers, 20 E. 70th St., New York 21, 1952. 


This is a lively account of a long life in medical practice and 
research. In some chapters the autobiography reads like a 
medical novel about the dramatic fight against tuberculosis and 
those who were leading this campaign. In his more than 80 years 
Dr. Pottenger saw all the important developments in this fight 
from the time he started to practice medicine in 1894 as a simple 
country physician until he became an outstanding tuberculosis 
specialist on the Pacific Coast. During this time the death rate 
from tuberculosis in the United States fell from more than 200 
to about 20 per 100,000 population in most recent reports. The 
author is proud to have participated in this successful fight. 

The highlights of the book are the four trips to Europe. On 
his first trip, immediately after graduation, he attended a 
pathological demonstration given by the great Rudolf Virchow. 
In this chapter, entitled “At the Feet of Giants,” he tells the 
dramatic story of the controversy between Virchow and Koch. 
He does full justice to the aging Virchow, who did not agree 
with the idea of the bacteriological etiology of tuberculosis and 
opposed Robert Koch. In speaking, however, of Virchow’s in- 
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terests in other fields, it is not correct to call him a socialist. acut 
Indeed, during the Prussian Revolution of 1848, the young and 
pathologist was a courageous barricade fighter when the issue was rect 
parliamentary representation and freedom of the press in the sulfo 


autocratic monarchy. As a consequence, Virchow lost his posi- tion 
tion at the Charité Hospital in Berlin, but the Bavarian govern- suital 
ment (in old rivalry with Prussia) offered the exiled scientist a This 
full professorship at the old University of Wirzburg. them 

In addition to hearing Virchow, young Pottenger attended the writte 
lectures of such famous clinicians as Gerhardt, von Leyden, gical 


Henoch, Ewald, and Senator in Berlin in 1894. It was Senator additi 
who made the greatest impression on him because of his careful 
clinical observation and inspection and, as he states, influenced Dev 
his entire medical life, particularly his views on new diagnostic Clemer 
methods of palpation (light touch palpation). From Berlin he Walter 
went to Vienna, another importamt medical center at this time, with 1 
to hear Neusser, Ortner, Nothnagel, von Schrotter, Kassowitz, “anal 
and others. All this is related with many stories of the past Thi 
history of this famous center. ata ti 

Descriptions of these and many more meetings with out- traditi 


standing men make the book not only an autobiography of a well o 
busy tuberculosis specialist but also a contribution to medical The 
history. Naturally, the narrative has the subjective tone of a which 
man engaged in numerous activities in county, state, and inter- nearly 
national meetings and organizations, but the personal character thorou 
of the book gives it a special flavor, which, combined with the own e} 


wisdom and experience of a long life dedicated to medical ) cove! 
practice, research, and teaching, makes it a most commendable cusses | 


achievement. Since 1909, when Pottenger made his last trip to only a | 
Europe, he has been in the United States writing a number of tion of 
books on tuberculosis and chest palpation and muscle spasm, these d 
and numerous scientific papers in medical journals; these are Part 


all listed in an appendix. In a forthcoming re-edition, which this chapter 
remarkable autobiography certainly deserves, an index of names illustrat 
of the many personalities mentioned in the book might still the auti 


improve its usefulness for the medical reader. sharp ¢ 
knowlec 
dromes 


Textbook of Surgical Treatment Including Operative Surgery. Edited tions of 


by C. F. W. Illingworth, C.B.E., M.D., Ch.M., Regius Professor of 


Surgery, University of Glasgow, Glasgow. Compiled by twenty-two con- rather tl 
tributors. Fourth edition. Cloth. $9. Pp. 744, with 381 illustrations. ntroduc 
Williams & Wilkins Company, Mount Royal and Guilford Aves., Balti- others fi 
more 2, 1952. 
every 
The third edition of this book was published three years ago. some of 
New contributions in this edition have been made by Professor and som 
Mercer, on surgery of congenital heart disease, W. A. Mackey, ogical a 
on arterial hypertension, and A. R. Parkes, on modern methods more ab 
in the treatment of infections of the hand. The editor writes, Part 5 
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“While retaining the general character of the book, we have en- 
deavored to increase its range of usefulness to Registrars in 
training and to practicing surgeons. With this end in view, we 
have paid particular attention to the technical details of opera- 
tion, not only in routine procedures, but also in those major 
operations which come within the scope of the general surgeon.” Spleen I 
This edition is larger, and there are 92 new illustrations. “ey Zii 
In the preface to the first edition the editor indicated that the ew 7 
volume was intended mainly for senior students and those under- 
going training in surgery. The volume covers every large field of This be 
surgery, although its discussion of a particular subject is fre- ‘ the onl 
quently exceedingly brief. The references in the bibliography at 
the end of a chapter, when present, are inadequate for referring 
the student or resident to the important sources of the material 
under discussion in a given chapter. The student should obtain 
some idea of the classical papers dealing with the subjects dis- 
cussed. Many chapters have no bibliography. From the stand- 
point of the student and the resident, this is unfortunate. 
It is certainly difficult to compile a text that can be equally 
useful to students, residents, and young practitioners. In Ameri- 
can medical schools little emphasis is placed on the techniques of 
surgery in the fourth year of medical school. On the other hand, 
students will find a great deal of useful information in this vol- 
ume, and residents and young practitioners will find it a ready 
source of a great deal of material. There is always the oppor- 
tunity of selecting material with which American surgeons are 
not in accord. For instance, in the conservative treatment of 
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acute cholecystitis, it is suggested that the patient be given fluids 
and glucose by mouth, unless there is much vomiting, and by 
rectum. Morphine and atropine are suggested to relieve pain, and 
sulfonamides are suggested for the control of infection. If opera- 
tion becomes necessary, cyclopropane is considered the most 
suitable anesthetic or, failing this, gas oxygen ether anesthesia. 
This section is one in which many American physicians may find 
themselves in total disagreement. In spite of this the book is well 
written. It presents the British viewpoint of a wide range of sur- 
gical disorders concisely and clearly. It is, therefore, a valuable 
addition to recent texts on surgery. 


Developmental Disorders of Mentation and Cerebral Palsies. By 
Clemens E. Benda, M.D., Director of Research and Clinical Psychiatry, 
Walter E. Fernald State School, Waverley, Mass. Cloth. $12.75. Pp. 565, 
with 102 illustrations. Grune & Stratton, Inc., 381 Fourth Ave., New 
York 16, 1952. 


This excellent, well-printed, and well-illustrated book appears 
ata time when it is needed. Its author has lived up to his family 
iradition both as a scientist and as an able writer. The text is 
well organized, and the descriptions are clear and direct. 

The book is divided into five parts and an appendix. Part 1, 
which covers antenatal developmental disorders, makes up 
nearly a third of the text and covers most of the disorders 
thoroughly. One might wish that Dr. Benda had included in it his 
own excellent work on Mongolian idiocy in greater detail. Part 
) covers cerebral palsies of the more common origins. Part 3 dis- 
cusses metabolic disorders and degenerative diseases. It contains 
only a little over 100 pages and leaves the reader with the convic- 
tion of our woeful ignorance of the biochemical bases of most of 
these disorders. 

Part 4, covering total personality disorders, consists of three 
chapters: the first, on dementia infantilis, (Heller’s disease) is well 
illustrated and clearly presented; the other two chapters, one on 
the autistic child and the other on childhood schizophrenia, are in 
sharp contrast. This deficiency mainly springs from want of 
knowledge of the physiological difficulties underlying the syn- 
dromes and, in part, from the vague notions and inept descrip- 
tions of the disorders themselves. It is the state of psychiatry 
rather than the author that is at fault. In this chapter, as in the 
ntroduction, it becomes apparent that the author is dependent on 
others for his psychology. In this field his writing is as sane as it 
s everywhere in the book, and his judgment is excellent, but 
some of the extremely low intelligence quotients given by him 
and some of his remarks as to the limitations of modern psycho- 
ogical approaches to the problem make one wish he had been 
more ably assisted. 

Part 5, on principles of treatment, is appropriately short, well 
balanced, and eminently sane. Its brevity speaks in favor of the 
drive that has just begun for work on cerebral palsy. The value 
of the book to anyone working in this field is obvious. Its utility 
senhanced by its excellent indexes. 


Spleen Puncture. By Sven Moeschlin, Privatdozent, University Medical 
Clinic, Ziirich, Translated [from German] by A. Piney, M.D. Cloth. 
$5.50. Pp. 229, with illustrations. Grune & Stratton, Inc., 381 Fourth Ave., 
New York 16, 1951. 


This book, which is the second edition of the author’s work, 
‘the only monograph in English on the subject of splenic punc- 
lure. Because of this fact alone it contains information not avail- 
able anywhere in the English literature. The author has drawn 
on a wide experience and has described the various splenograms 
and characteristics of the splenopathies. Most of the descriptions 
are based on dry Romanowsky-stained smears of particles of 
plenic pulp. Occasionally, descriptions are given of sections of 
ihe various entities. 

The book is arranged in a logical manner with technique and 
the cells of the normal spleen described first and then the 
plenomegalies, Some authorities might not agree with the 
author's classification of splenic disease, but in a field as confused 
® this he has at least presented a logical approach. 

The work is not of interest to the general practitioner or even 
'0 the internist, but it is a must for anyone interested in any phase 
of hematology. It should do much to popularize the procedure 
of splenic biopsy in the United States. 
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Diagnostic Electroencephalography. By Hans Strauss, M.D., Associate 
in Neurology in Charge of Electroencephaldgraphy, Mount Sinai Hospital 
and Hospital for Joint Diseases, New York City, Mortimer Ostow, M.D., 
Med. Sc.D., Adjunct in Neurology in Charge of Electroencephalography, 
Beth Israel Hospital, New York City, and Louis Greenstein, M.D., 
Adjunct in Neurology for Electroencephalography, Mount Sinai Hospital, 
New York City. Cloth. $7.75. Pp. 282, with 46 illustrations. Grune & 
Stratton, Inc., 381 Fourth Ave., New York 16, 1952. 


Electroencephalography is now a widely accepted diagnostic 
procedure. The authors are fully competent to discuss the sub- 
ject, for they have had years of experience at the Mt. Sinai 
Hospital in New York. The book gives a descriptive account 
of the electroencephalogram as it is recorded in both normal 
and diseased states; there is also an atlas of tracings that illus- 
trate various types of responses and a bibliography that covers 
the literature through 1949. This book, which is clearly written 
in simple, direct language, offers an accurate description of 
electroencephalography as it is practiced today. Numerous ex- 
amples of the response in disease conditions, particularly epi- 
lepsy, are clearly depicted. The book covers its subject adequately 
and can be highly recommended. 


Disegni anatomici di Antonio Canova. Di Massimo Pantaleoni. Boards. 
30,000 lire. Pp. [65], with reproductions of 8 manuscript pages and 17 
colored plates. Istituto superiore di sanita, Fondazione Emanuele Paterno, 
Viale Regina Margherita 299, Rome, 1949. 


This exquisite atlas of the work of the famous Italian sculptor, 
Antonio Canova, is embodied in 17 colored plates measuring 
8 by 11 in. These are original anatomic sketches, with descrip- 
tive material and the handwriting of the sculptor depicted in the 
first 8 plates. 

These plates were authenticated by Guiseppe D’Este, a friend 
of the sculptor, under the date of March, 1850. The authenticity 
is further strengthened by the handwriting of Canova. 

The reproductions are mainly of anatomic dissections, begin- 
ning with the muscles of the neck, the trunk, the abdomen, the 
back, and the lower extremity. These are pencil sketches in which 
the muscles are flesh-tinted. 

Those interested in the fine arts, and many physicians are, 
will find this atlas interesting and instructive, as it depicts the 
versatility of a great master in his art not only as a sculptor but 
as an anatomist as well. 


Studies on Testis and Ovary: Eggs and Sperm. Edited by Earl T. Engle. 
Proceedings of Conference Sponsored by Committee on Human Repro- 
duction, National Research Council in behalf of National Committee or 
Maternai Health, Inc. Cloth. $7.50. Pp. 237, with illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell 
Scientific Publications, Ltd., 49 Broad St., Oxford, England; Ryerson 
Press, 299 Queen St., W., Toronto 2B, 1952. 


This volume is composed of 14 papers on gonads and their 
gametes, with the discussion that followed the presentation of 
each paper. Subjects discussed include the effect on spermato- 
genesis of blockage or absence of the efferent ducts (Dr. W. O. 
Nelson), the cytochemistry of human spermatogenesis (Dr. H. 
Elftman), semen quality in fertile marriage (Dr. J. MacLeod), 
transport of the ovum (Dr. A. Westman), and the morphological 
basis of ovarian function (Drs. H. C. Taylor, P. McAuley, and 
E. T. Engle). Although the date of the conference is not indicated 
on the title page or cover, it appears from the text that this con- 
ference was held in May, 1950. It is unfortunate that such a long 
delay between presentation and publication so often occurs in a 
volume of this type. 


The Life and Work of Astley Cooper. By R. C. Brock, M.S., F.R. 
C.S., F.A.C.S., Surgeon to Guy’s Hospital, London. Cloth. $4.50. Pp. 176, 
with 15 illustrations. Williams & Wilkins Company, Mount Royal & 
Guilford Aves., Baltimore 2; E. & S. Livingstone, Ltd., 16 and 17 Teviot 
Place, Edinburgh 1, 1952. 


The author has succeeded in presenting in simple and enter- 
taining fashion a brief biography of Sir Astley Cooper, the 
famous early 19th century British surgeon and pupil of Hunter 
and Cline. The book touches on Cooper’s professional and home 
life and describes many of the daring operations that he under- 
took without the benefit of aseptic techniques or anesthesia. A 
number of illustrations, many of which are taken from Cooper’s 
own publications, are listed at the conclusion. A short list of 
references and an index are included. 
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QUERIES AND MINOR NOTES 


HORMONE THERAPY AND CANCER 


To THE Epitor:—!/ often use estrogens for the menopausal syn- 
drome and, occasionally, testosterone for male patients. To 
what extent do I increase the patients’ chances of having can- 
cer? Is estrogen especially contraindicated for a patient who 
had a hysterectomy recently for cancer even if she has severe 
flushes? Is mechlorethamine (“mustargen”) hydrochloride indi- 
.cated for pulmonary metastasis from a breast cancer? I have 
given diethylstilbestrol and testosterone to this patient. 


J. Minkin, M.D., Bronx, N. Y. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—There is some experimental evidence in animals 
that certain hormones, especially estrogens, may have carcino- 
genic properties. In the light of our present knowledge, it is wise 
to avoid the use of hormones whenever possible. When they are 
being used, examination should be made at frequent intervals, 
especially of the organs related to sexual function. For the same 
reason, a patient who has had a recent hysterectomy for cancer 
should not receive estrogens for flushes. Mechlorethamine hydro- 
chloride occasionally produces an amazing regression of pul- 
monary metastasis from breast carcinomas. Unfortunately, the 
result is usually quite temporary; however, if other therapeutic 
agents have been tried unsuccessfully, it might prove of some 
benefit. 


ANSWER.—Thereé have been no adequately documented cases 
of cancer developing as a result of estrogen therapy for the 
menopausal syndrome or of androgen therapy for male patients. 
The reluctance of cancer investigators to use these steroid hor- 
mones in such cases is based on animal experimental data that 
have demonstrated stimulatory effects on various sex organ 
tumors. Although the relation between estrogens and uterine can- 
cer has not been adequately established, conservativism regard- 
ing their use is the rule, and estrogens have been considered 
contraindicated for the relief of menopausal symptoms in women 
with a history of uterine cancer. Also patients who have had 
mastectomy for cancer and who now or may eventually have 
a menopausal syndrome are not given estrogens. Mild sedation 
in the form of small doses of phenobarbital is often of some 
value in affording relief. Mechlorethamine (“mustargen”) hydro- 
chloride has been given intravenously for pulmonary parenchy- 
mal metastases from breast cancer in a small series of cases, 
with insufficient response to warrant its continued use. This agent 
has been of some value when administered intrapleurally to 
patients with effusion from pleural metastases from breast can- 
cer. It has diminished the re-formation of fluid when admin- 
istered alone or in combination with radiation therapy. 


ELECTRIC BLANKETS 
To THE Epiror:—Will the steady use of electric blankets cause 
a lowering of resistance, resulting in increased susceptibility 
to arthritic and respiratory infections? 
W. Scheffler, M.D., Camden, N. J. 


ANSWER.—The modern thermostatically controlled electric 
blankets are usually designed and built to provide a relatively 
even temperature, which can be adjusted to a comfortable level 
by the user. As a result of this, the user’s body temperature 
regulatory mechanisms are not called on to make a great amount 
of adjustment in the event of fluctuations in the temperature of 
the room. It is doubtful that these blankets, if properly used, 
would lower the subject’s resistance or increase his susceptibility 
to respiratory infections or arthritis. 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer’s 
mame and address, but these will be omitted on request. 


J.A.M.A., Oct. 18, 1952 


DEATH FOLLOWING DIVE IN SHALLOW WATER 


To THE Epitor:—A young woman struck her head agains: the 
gravel bottom of a pool after diving into shallow water. She 
was carried to a car and driven to a hospital, where it was 
noted she was paralyzed from the neck down and that there 
was loss of sensation from the nipple level down. A traction 


halter was applied, with a small pad under the neck and sand pie 
bags placed on both sides of the neck. Roentgenograms re- os 
vealed bilateral forward dislocation of the third cervical yer. vont 
tebra on the fourth. No fracture was noted. The patient died -_ 
in a few hours of hyperthermia and respiratory failure inciden thre 
to the paralysis. She was awake and alert to the last. Traction low 
had been gradually increased, but the dislocation showed no ogg 

reduction on the last film. What percentage of such patients 15 t 

die, and how many overcome the severe paralysis under simi- cent 

lar circumstances? Should a prompt attempt be made to re- coul 

duce this dislocation by manipulation rather than by the halter havi 

or skull tong traction methods? This is a situation in which step 
early orthopedic or neurological consultation is unavailable. 

M.D., Minnesota ANS 

numbe 

ANSWER.—The dive caused forceful flexion of the cervical specim 
spine without demonstrable fracture, which resulted in bilateral specim 
forward dislocation of the third cervical vertebra on the fourth. patient 
This displacement probably pulped or severed the cord instantly rected 
at that level, because paralysis from the neck down and loss of pings ¢ 
sensation from the nipple level downward occurred almost im- ence 8 
mediately. Breathing was probably continued by the diaphragm bioties 
alone, which is innervated by the phrenic nerve. The roots of this = ince 
nerve originate at the third cervical level higher than the lesion, omen, 
so that it was spared temporarily. The traction on the patient's stilbest 
head was wisely increased slowly, and the head and neck were aa 
carefully guarded in handling and examination. While complete he ons 
reduction did not follow up to death, it would probably not 
have affected the outcome. 

Death from complete bilateral forward type of dislocation at GASTI 
this level occurs within a short time in about 75% of the pa- To THI 
tients. Almost none overcome the severe paralysis under similar lowe 
circumstances, even with prompt reduction, because irreversible proc 
destruction of the spinal cord occurs at the instant it is squeezed lesio 
by the dislocated vertabrae. In this instance, a prompt attempt to for a 
reduce the dislocation by manipulation would have gained wher 
nothing. Gently and intelligently applied traction often brings nucle 
reduction in a short time, and use of this method absolves the 1949 
physician from any complaint of adding to the original injury an e. 
by interference. This case was intelligently handled, life per- of th 
sisting until the spreading hematomyelia and hematorrhachis af- in Ju 
fected the still acting phrenic nerve. Evidence of the terrific cord back 
damage and hemorrhage was expressed in the hyperthermia pres- subse 
ent. Unilateral dislocations offer a better prognosis because of of th 
the lessened cord damage, which may improve after early reduc- 
tion, since this favors absorption of hemorrhagic material and ANSV 
lessening of local edema in the cord. : rage 

much | 

CIGARETTE FILTERS AND LUNG CANCER After p 
To THE Epiror:—Assuming that heavy cigarette smoking is 4 the ston 
major factor in the cause of bronchogenic carcinoma, would sent res 
the use of a filter cigarette holder afford any protection to the Others, 
user? M.D., Alabama. Tepreser 
dant evi 

ANswER.—If the smoker were to change filters often enough. lesion, * 
that is, after one or two cigarettes had been smoked, it is pos case is | 
sible that enough of the tar, which is presumably the carcinogen'¢ of the 
agent responsible for the production of bronchogenic carcinoma, appear 
might be prevented from getting into the bronchi and affecting a 23 . 
the bronchial mucosa. On the other hand, from a practical te - 
standpoint, filters are not changed often enough to be of much ph = 
value, and, as shown by Dr. Grace Roth, the use of filters did ae he 


not prevent the effects of smoking on the cardiovascular syst¢™. 
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CHRONIC PROSTATITIS 

To THE Eprror:—A seminal fluid test of a 25-year-old white 
male showed 40 to 50 pus cells and few motile spermatozoa 
in a total sperm count of 1,300,000 per cubic centimeter. Gen- 
eral physical examination showed him to be otherwise normal. 
The prostate was slightly tender to palpation but did not seem 
boggy or enlarged. The patient's history is normal except for 
mucous Colitis, which he contracted in Mexico in 1949. He 
has had no trouble since that time. There is no history of 
urethral discharge or urinary tract infection. The semen was 
cultured and Staphylococcus albus was obtained. He was given 
a 4 day course of chloramphenicol (chloromycetin®), 250 mg. 
every 6 hours. Three days after this a repeat sperm count 
showed pus cells and 2,400,000 spermatozoa per cubic centi- 
meter. He was then given prostate massages, two a week for 
three weeks. Another sperm count showed pus cells and a 
lower sperm count. He was given 800,000 units of penicillin 
every other day for 5 doses. A recheck sperm count showed 
15 to 20 pus cells and only 2,000,000 spermatozoa per cubic 
centimeter. On repeated massages of the prostate no fluid 
could be expressed from the urethra. Results of urinalyses 
have been normal. What do you consider should be the next 


step in treatment? M.D., Minnesota. 


ANSWER.—Chronic prostatitis often has an effect on both the 
number and activity of the spermatozoa found in the ejaculated 
specimen. The presence of Staphylococcus albus in the expressed 
specimen could be a contamination. It is suggested that this 
patient be given treatment for the chronic prostatitis, largely di- 
rected at improving prostatic duct drainage by repeated strip- 
pings of the prostate and seminal vesicles, done not oftener than 
once a week or once every 7 to 10 days. Prolonged use of anti- 
biotics in this patient is not indicated. An attempt at providing 
an increase in sperm production by means of the rebound phe- 
nomenon could be made, giving the patient 1 mg. of diethyl- 
stilbestrol intramuscularly 3 times a week for 4 weeks. One 
month after cessation of treatment, a considerable increase in 
the number of sperm may be noted. 
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GASTRIC CANCER 
To THE Eprror:—Does physical shock, impaired nutrition, or 


iowered physical resistance, such as follows a major surgical 
ible procedure, contribute to the more rapid growth of malignant 
zed lesions? A 48-year-old man had a partial gastric resection 
st to for adenocarcinoma, grade 2, in 1941. He was well until 1946, 
ined when he fell and injured his back. A diagnosis of herniated 
ings nucleus pulposus was made, and the disc was removed. In 
the 1949, he again had symptoms referable to his stomach, and 
jury an exploratory laparotomy revealed a large malignant tumor 
per- of the stomach with extensions into adjacent organs. He died 
5 af- in July, 1950, after having repeated hemorrhages. Could the 
ord back injury (there was no injury to the abdomen) and the 
res subsequent operation have had any effect on the recurrence 
e of of the cancer? M.D., Ohio. 
duc- 


ANSWER.—No evidence exists to show that a major surgical 
procedure contributes either to the more rapid growth of cancer 
or to the retardation of its growth. Actually, this patient lived 
much longer than does the average patient with gastric cancer. 
After partial gastric resection, recurrences of cancer in either 
the stomach or the duodenum are common events. Some repre- 
sent residues of cancer not removed by partial gastrectomy. 
Others, as the time factor in the present case would indicate, 
represent new tumors in a “condemned” gastric mucosa. Abun- 
dant evidence exists to show that gastric cancer is a multicentric 
lesion. The reason this is not commonly recognized to be the 
case is that patients, as a rule, succumb too soon to the effects 
of the initial cancer for subsequent local manifestations to 
appear. Evidence for such multicentricity has appeared as late 
as 23 years after initial gastric resection. Local recurrence, that 
, residual disease as opposed to development of new gastric 
cancer, after partial gastrectomy usually appears promptly but 
may be delayed in rare instanees for a period of years. 
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THE BRAGARD AND ELY TESTS 
To THE Epiror:—What do orthopedic surgeons mean by Brag- 
ard’s sign and Ely’s sign? 
Francis M. Findlay, M.D., Kingman, Ariz. 


ANSWER.—Bragard’s test is done as follows: The patient lies 
supine on the examining table, with his heels over the foot of 
the table for relaxation of the legs. The examiner places his right 
hand under the patient’s right heel and his left hand just above 
the right patella. He then proceeds to raise the entire extremity 
off the table until he encounters pain or muscle spasm. This is 
the so-called Lasegue straight leg raising test and can be de- 
scribed as being positive at 30 degrees, 45 degrees, or 90 de- 
grees, depending how far the test is carried before it becomes 
positive. When the limit of painless and spasmless angle has been 
reached, the examiner then forces the foot into strong dorsi- 
flexion. This aggravates the pain or muscle spasm. This second 
part is called Bragard’s test. 

In the Ely test, the patient lies prone on the examining table, 
with his toes hanging over the edge of the table for relaxation 
of the legs. The right heel is approximated to the right buttock. 
After flexing the knee, the entire thigh is hyperextended. If there 
is a lesion of the hip, it will usually be impossible to carry out 
this test. If there is an irritation of the psoas muscle or its sheath, 
the test will be positive, i. e., it will be impossible to get the 
thigh off the table to a normal degree. 


USE OF IODIDES 

To tHE Eprror:—How long it is possible to take continuously 
20 drops of a saturated solution of potassium or sodium iodide 
3 times a day? For a patient who must take either of these 
drugs over a prolonged period, what is the best method of 
administration to employ? What is the shortest period of 
omission of the drug that would be necessary? 

Leon J. Menville, M.D., New Orleans. 


ANSWER.—The degree of sensitivity to iodine varies; thus, in 
some persons symptoms of iodism may occur following the in- 
gestion of small initial quantities of the drug, while in others 
reactions are not manifest until repeated doses have been ad- 
ministered for a long period of time. If the patient is not iodine 
sensitive the amount prescribed may be taken continuously for 
an indefinite period; the physician should be alert, however, for 
symptoms of iodism, such as respiratory “catarrh,” swelling of 
the salivary glands, throat, tonsils and uvula, or skin eruptions. 
The proper method of administration is 20 drops of a saturated 
solution of the drug given orally three times a day, preferably 
just before meals, and mixed with water or milk. Iodides are 
rapidly excreted, 65 to 85% appearing in the urine within 24 
hours after ingestion. No iodide reaction is obtained from body 
excretions six to seven days after treatment has ceased. 


HISTAMINE TREATMENT OF MULTIPLE SCLEROSIS 


To THE Epitor:—A patient with multiple sclerosis has heard of 
a method of administering histamine through the skin by means 
of an electric plate. Can you tell me the details of such treat- 
ment? L. R. Evans, M.D., Laramie, Wyo. 


ANSWER.—The introduction of histamine into human skin by 
iontophoresis (electrophoresis), first carried out by Ebbecke, was 
reported in a series of papers by Abramson, and its specific use 
in the therapy of multiple sclerosis is described by him in the 
New York State Journal of Medicine (49: 1151 [May 15] 1949). 
Comparatively large doses of histamine may be given by ionto- 
phoresis, and the advantages of this mode of administration are 
outlined in the paper referred to. Equipment is now manufac- 
tured, purchasable by patients for use in the home. Though 
claims have been made over the past 10 years that the admin- 
istration of histamine is of value in the treatment of multiple 
sclerosis, no valid scientific proof of this contention or adequately 
controlled series of cases has been reported. Histamine is no 
longer considered by many authorities as useful! in the treatment 
of multiple sclerosis; however, it continues to be used by some 
physicians who make claims of beneficial results in some patients. 
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PORT WINE HEMANGIOMA IN AN INFANT 


To THE Epitor:—An infant has an extensive port wine hemangi- 
oma, part of which involves the lips and forehead. What is 
the prognosis in this case? What are the most recently ac- 
cepted methods of treatment? 


T. H. Baker, M.D., Roswell, N. M. 


ANSWER.—It is likely that the nevus will persist throughout 
life and grow as the body grows, although there is a possibility 
that some portions of it will fade. If the nevus is confined to 
the skin, it will constitute only a cosmetic defect. The infant 
should be examined from time to time for evidence of con- 
genital defects in other tissues. Unfortunately, there is no way 
to remove such a nevus successfully, although there have been 
reports to indicate that treatment with grenz rays might effect 
some improvement. 


PLASTIC INDURATION OF PENIS 


To THE Epiror:—/n THE JouRNAL Aug. 2, 1952 (page 1360), is 
a query regarding a patient who has an area of plastic indura- 
tion on the middle of the urethral surface of the penis, which 
decreased in size with roentgen ray treatment, only to recur. 
Information is requested about treatment and prognosis. The 
answer states that this patient has Peyronie’s disease, and there 
follows an adequate summary of the treatment of this dis- 
order. 

I must take exception to the diagnosis of Peyronie’s dis- 
ease. This disease is characterized by hyperplastic indura- 
tion of the tunica albuginea, intercavernous septum (septum 
penis), and deep (Buck’s) fascia of the penis. In only 5% 
of cases will the ventral surface of the penis be involved, and 
in all of these cases the induration involves the ventral por- 
tion of the intercavernous septum, which is still dorsal to 
the urethra and would not be felt as an induration on the 
urethral surface of the penis as described by the inquirer. 
I should like to suggest that the condition described is car- 
cinoma of the urethra that has extended to involve the corpus 
spongiosum and would indeed be felt as an induration on 
the middle of the urethral surface of the penis. Such a case 
was reported by Dr. R. S. Hotchkiss and me before the Ameri- 
can Association of Genito-Urinary Surgeons in June of this 
year. The presenting symptom in this case was that of a 
small area of induration on the urethral surface of the mid- 
portion of the shaft of the penis, and only many months later 
did the patient begin to note any obstruction to his urinary 
stream. Such a lesion would also regress and recur with 
irradiation as happened in the case in question. 

I would urge that this lesion be biopsied, and that urethro- 
scopy be performed. Should the diagnosis of carcinoma of 
the urethra be correct, a penectomy is indicated and the 
prognosis must be guarded. Richard D. Amelar, M.D., 

French Hospital 
330 W. 30th St., New York 1. 


LIVER BIOPSY 
To THE Epiror:—/n THE JouRNAL July 26, 1952 (page 1262), 

is a query on the technique of liver biopsy. According to 
your reply, it appears that the “vim”-Silverman needle is 
the only one in existence for this purpose. I enclose a booklet 
describing liver biopsy that shows that the trephine for liver 
biopsy is being used not only in the United States but in 
many other countries. With this instrument, hemorrhages can 
be stopped after removal of the specimen, which is not pos- 
sible with any other type. Also, the inner needle removes the 
specimen without having the outer needle advance over the 
tip of the inner needle to cut off the specimen, thereby pre- 
venting further damage to the liver and possible injury to 
blood vessels beyond the tip of the inner needle. As a con- 
sultant to the Surgeon General of the Army, I lecture and 
demonstrate to most of our medical officers the method of 
bone marrow infusion and tissue biopsy. 

Henry Turkel, M.D. 

1302 Industrial Bank Bldg. 

Detroit 26. 


J.A.M.A., Oct. 18, 1952 


TREATMENT OF BURSITIS 


To THE Epitor:—I must take exception to the method of treat. 
ment for acute bursitis outlined in Queries and Minor Notes 
in THE JourNAL July 5, 1952, page 978. The doses given are 
double those usually recommended, and the intervals between 
treatments are too short. Patients with acute bursitis may ex. 
perience marked increase in pain after receiving doses as small 
as 50 to 75 r units to the skin given through 10 by 10 cm, or 
10 by 15 cm. portals. As long as one week may elapse before 
the subsequent treatment is given. In the acute cases, the in. 
dividual doses may not exceed 100 r, and the total may not 
exceed 300 or 400 r to the skin. With this therapy the pain js 
alleviated and full motion is restored. Response to the initial 
treatment may vary from complete disappearance of pain, in 
some cases, to moderate relief following the dosage given 
above. The author failed also to state the size of the portals 
used and the fact that treatment is given both anteriorly and 
posteriorly as well as laterally, depending on the site of the 
process. Even for the patient in acute distress, ice-bags alone 
and a mild analgesic are all that are necessary to alleviate the 
pain while awaiting the effect of the initial roentgen treatment, 
The problem of chronic bursitis, or the frozen shoulder as it js 
often termed, with calcification, is not as hopeless as the author 
implies. With doses of 100 to 150 r to the skin through 10 by 
15 cm. portals, usually anterior and posterior, most persons 
can be totally relieved of pain and have complete motion re- 
stored. It has been reported that calcium disappears following 
this treatment, but there is insufficient information available 
on this point. During the latter half of the course of therapy 
for chronic bursitis, simple exercises are suggested to facilitate 
improvement of motion. The dose in these cases may go as 
high as 900 r to the skin given over a period of three to five 
weeks. It is never justifiable to produce an erythema when 
treating benign conditions. The factors used for the best results 
are 200 kv., with a half value layer of about I mm. of copper. 
Results of this type of therapy are seen during the course of 
treatment. Patients who have been followed for varying lengths 
of time have a small incidence of exacerbation of symptoms. 

Alfred J. Swyer, M.D. 
414 61st St., West New York, N.]J. 


LUMBAR MENINGOMYELOCELE 


To THE Epiror:—/n THE JourNaL July 26, 1952 (page 1262), 
is a question on surgical treatment of lumbar meningomyelo- 
cele. I agree with the scientific accuracy of the reply, but 
I believe that one important consideration that may have 
motivated the inquirer must carry some weight in the de- 
cision of whether to surgically repair these defects. As a 
pediatrician, I believe that this particular congenital defect is 
one that may cause some deviation from the concept “The 
surgeon should elect to operate only on those patients whom 
he believes he can help.” There are instances in which surgi- 
cal removal or closure of a lumbar meningomyeloceie is 
justifiable, even though the legs are paralyzed and sensory loss 
in the saddle area is certain, Perhaps the pediatrician and the 
family practitioner know better than the surgeon the cor- 
tinuing mental anguish of the mother whose baby has a large 
thinly covered meningocele. She is afraid even to hold the 
baby in her arms for fear the sack will rupture, and she hes 
been warned about this. Even if the baby’s outlook is hopeless, 
she will have to take care of it. In Michigan, where there are 
excellent facilities for the care of handicapped and defective 
children, it is not possible to have these children committed 
until they show marked hydrocephalus, have convulsions, or 
show other outstanding evidence of a hopeless outlook. The 
inquirer may not have helped the infant by repairing a lun- 
bar meningomyelocele, but I suspect he did a lot for the 
family. The family must be aware of the ultimate prognosis 
and of the fact that the operation is done to facilitate care of 
the child, if this is the only reason it is done. 

E. H. Watson, M.D. 

Associate Professor of Pediatrics 
University of Michigan 

Ann Arbor, Michigan. 
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